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HOSPITAL PROGRAM OF THE VA 


MONDAY, FEBRUARY 15, 1960 


House or REPRESENTATIVES, 
SuscoMMITTEE ON Hosptrats, or 
THE COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The subcommittee met at 10:05 a.m., pursuant to notice, in room 
356, Old House Office Building, Hon. Elizabeth Kee (chairman of the 
subcommittee residing. 

e subcommittee will come to order. 

We are vga this rape to begin a comprehensive series of 
hearings which will touch on all phases of the Veterans’ Administra- 
tion medical care program. Of necessity, much of this will involve 
funds for renovation, modernization, an maintenance. 

We have previously submitted to the seven area medical directors 
an agenda for their possible discussion and use during the hearing and 
unless there is objection, I will insert at this paint the agenda, together 
with other pertinent data on the Veterans’ Administration hospital 


(The information referred to follows :) 


CONSTRUCTION OF HOSPITAL AND DOMICILIARY FACILITIES 
Modernization, improvement, and repair programs 


{In thousands] 
Appropriation 
Total Fiscal 
Location Description esti- year 1962 
mated Fiscal Fiscal | request 
cost year 1961 
ac’ request 
edford, Mass..... Modernization V | $1,486.0 1$129.0 |? 


program, 
(alterations, buildings 7 a an, 
Biloxi (Gulfport), | Modernization phase IV | 1,385.0] 1113.7 ?1,271.3 
‘ (modernize buildings 1, 63, and 11 
Chillicothe, Ohio-- program, phase I 1, 380. 0 | 1,380.0 
(modernize steam distribution and 
addition and alteration to laundry). 
Coatesville, Pa....| Modernization program, phase III 869.0 | 2869.0 
(frozen food sto eter, 
building 3 and PM Iding.) 
Dayton, Ohio..... Modernization program, II | 2,148.5 1193.1 | 21, 955.4 |.......... 
(new boiler plant and outside steam 
service; electrical conversion d.c. to 
a.c.; connecting corridors, building 
305 to 409 and 410 and replace ele- 
vator warehouse building 126). 


Fort Harrison, Modernization program, phase I (hos- | 5,400.0} 1630.2 | 24,869.8 |......... 
Mont. ey building, alteration to dining 
all and kitchen, sprinkle ware- 


house, replace boilers and sewage 
disposal plant). 


See footnotes at end of table. 
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HOSPITAL PROGRAM OF THE VA 


Modernization, improvement, and repair programs—Continued 


See footnotes at end of table. 


{In thousands] 
Appropriation 
Fiscal 
Location Description esti- year 1962 
AY HHT TO year iget | Teauest 
Fort Meade, 8. Meteviatin ar ITI | $1, 684. 2 1 $148.9 |* $1, 535.3 
erpization Pp new . 
building and ions). 
Kecoughtan, Va...| Modernization phase IV. 573.5 | 573.5 
Muskogee, Okla,. tiller 323.6 120.1] 22045 
Addition and improvement” of 304.6} 1265) 2278.1 
. hall and kitchen, building No. 24. 
Oteen, “Modernization program (new build- | 9,477.0} 1800.0 2 $8, 677.0 
«Perry Point, Md...) Modernization 871,85), 1054.4} 1,717.4 > 
ical 23H and 
isposal p 
Tucson, Ariz_..... Modernisation program, phase 1,290.0 | 1107.5 | 21) 191-5- 
Tuskegee, Ala__... ern ion program, phase 
(special services building), 

Total estimated cost, 1960 m 35, 850.8 12, 703,/5 | 14,470. 3 8, 677.0 
Less previous us appropriation (1 $12, 703.5 
App’ 4 after 1061 con- 

an equipment) _.._. 
21, 380.5 
1961 appropriatjon request © 
Creck, Modernizati 331.6 129.0} 
Mich, (close opening and ' 
corridors, alterations 
building 6). 
Biloxi, Miss....::.| Modernization progtam, phase IV 966, 0 85.6 880. 4 
service building). rv | 1,765.0 1,008.2 
Coatesville, ernization am, 
new shops building, alteraticns to 
dining hall kite en, 3). 
Columbia, 8.C...-| Modernization phese 503. 6 5, 834.5 
Danville, Modernization program, Poe 284.1 3,015.9 
Des Moines, Modernization phase II 498.0 }....-.1..- 290.6 165. 4 
(alterations to dings to 4 and 
electric distribution sys- 
tem). 
Ind. | Clinic-hospital consolidation........_- 870.0 174.0 3796.0 
Knoxville, lowa_..| New 134.4 2 6 
Nebr.___- Modernization program, phase II 2,376.0 1211.0] 2,165.0 
(modernize buildings I to 5, addi- 
tions and alterations to building 13). : 
Los Angeles, Calif_| Modernization program, 1447.5 | 4,676.0 
(new act building and 
ties and alteration to buil 
New Orleans, La_.} Clinic-hospital 896, 5 172.3 2 824.2 
Palo Alto, Calif...| Modernization program, Il | 4,792.9 1413.8 | 24,3791 
(modernize buildings 101 to 4 110, 
137, and 205). 
Philadelphia, Pa__| Air condition, clinical gen- 141.8 2417.2 
eral laboratory and Css. 
San Francisco, Modernization 1570.1 | 76,2449 
Calif. (new clinic building 
hospital 
Sepulveda, Calif... Alterations to research laboratory 132.5 442.5 
building 3, and new animal house. 
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HOSPITAL PROGRAM OF THE VA 


Modernization, improvement, and repair programs—Continued 


* This amount is available from 1960 approp’ 
of project. 


4 This amount is for complete cost 


Modernization, improvement, and repair programs 


{In thousands] 
A priation 
Location Description Fiscal 
mated | Fiscal | Fiscal | Year 1962 
cost | year 1960/ year 1961 | 
actual | request 
1961 major—Continued| 
Tuskegee, Ala_....| Modernization , Phase IV | $2,141.0 1 $180.7 
(modernize ings 68 and 69). 
Waco, Tex........ New chapel. 526. 0 146.8 
Total estimated cost, 1961 major_.... a 40, 832. 1 3, 787.0 
Appropriation required after 1961 (construction and initial | 37, 045.1 “ 
portable equipment). 
1961 appropriation request !. 3, 787.0 ‘ 
1 These amounts are for technical services only. 
2 These amounts/are for construction and initial ‘able conipmers. 
for complete project cost. 


{In thousands] 
Total esti- 
Location Description mated 
cost 
Biloxi, ‘Miss Ni 1 $203.5 
ew 
Birmingham, condition Xray, labore 70.0 
es 
Chillicothe, Ohio New chapel. wl 286.0 
Fort Bayard lace boiler. 252.0 
Fort Lyon, ew chapel. 175.0 
panos lis, Ind Air condition comatose ward 5_.- 44.9 
ity, Mo. Oxygen distribution system, buil REE Se 54.2 
garage to animal research la 277.3 
Lebanon, New 239.9 
Little Rock Ark. laboratory. 243.0 
Madison, Wis 281.5 
Musk Remodel CSS unit 146.0 
North ‘stile New chapel. 255.0 
Enlarge air gen system. for operation suite.......... 88.8 
Phoenix, Ariz... Central oxygen system__... 96.7 
Pittsburgh, Pa... Improvements to all 100.0 
Salt Lake City, Utah Manual arts therapy s 123.1 
Oxygen distribution sy 69. 2 
research laboratory. 289.0 
. Maine New aoae physicians and nurses hospital build- 135.1 
Tuscaloosa, Ala... program, phase IT chapel)...... 299.0 
Various stations Projects costing less than $25,000 each............... 126.0 
Fire and safety projects. - 557.0 
bog Administrator’s discreti y fund 300.0 
Total estimated cost, 1961 minor 
appropriation r st 4, 856. 2 


1 These amounts are for complete cost of projects. 
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ADMINISTRATION, 
OFrFiIce OF THE ADMINISTRATOR OF VETERANS’ AFFAIRS, 
Washington, D.C., February 3, 1960. 
House of Representatives, Washington, D.C. 
Dear Mr. Teacue: In response to your letter dated December 9 
1959, there are enclosed tabulations for inpatient care funds by medical 
~~ and hospital comparing budget data for fiscal years 1959, 1960, 
and 1961. 
Since there was no basic difference between the agency’s request to 
the Bureau of the Budget and the President’s budget allowance, 
detailed station data are reflected only in the 1961 distribution column. 
The requested information as to the disposition of funds of the 
“Construction of hospital and domiciliary facilities” appropriation 
will be forwarded within a few days. 
Your continued interest in this agency’s activities is appreciated. 
Sincerely, 
Sumner G. 
Administrator. 
812 
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VETERANS’ ADMINISTRATION, 
OFFICE OF THE ADMINISTRATOR OF VETERANS’ AFFAIRS, 
Washington, D.C., February 5, 1960. 
Hon. Ourn E. Tracue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D.C. 

Dear Mr. Treacus: Here is the information concerning disposition 
of the funds of the “Construction of hospital and domiciliary facilities’”’ 
appropriation which you requested in your letter of December 8, 1959. 

This together with the data covering inpatient care funds which I 
sent you on February 3, 1960, completes the action requested of us. 

Sincerely, 
SumMNeER G. 
Administrator. 


“‘Construction of hospital and domiciliary facilities’’ appropriation, for projects 
estimated to cost more than $2,000 


{In thousands] 
Appropriation 
iscal y iscal year isoal- year iscal year 
1958 actual 1959 actual | 1960 actual | 1961 request 
$133.7 
20. 8 
56. 4 
82.6 
59.1 
102. 9 
820. 1 
1, 739. 8 
1, 556. 4 
49.7 
26.9 
Biloxi (Gulfport division), 152.0 
Birmingham, 50. 6 
Chicago (West Side), Ill... 
Chicago (Research), =... 
Chillicothe, 
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“Construction of hospital and domiciliary facilities’’ appropriation, for projects 
estimated to cost more than $2,000—Continued 


{In thousands] 


Columbia, 8.C 


Coral Gables, 
Danville, Il 


Dayton, 
Dearborn, Mich 
Denver, Colo... 


Des Moines, Lowa 


Dublin, Ga. 
Dwight, 


East Orange, NJ... 
Erie, Pa.._..... 
Fargo, N. 
Fayetteville, Ark 
Fayetteville, 


Fort Bayard, N, Mex_.-_.- 
Fort Harrison, Mont.. 
Fort Meade, 8. Dak 
Fort Lyon, Colo 


Fresno, Calif__....- 


Grand Junction, Colo 


Indianapolis, Ind 
Indianapolis (TB), Ind 
Iron Mountain, Mich 
Jackson, Miss___...-. 
Jefferson Barracks, Mo 


Kerrville, 

Lexington, Ky 
Lincoln, Neb: 
Little Rock, 


Ark 


Marion, 
Martinez (Oakland), 
Memphis (Kennedy), 
Memphis, 
Minneapolis, Minn 


Montgomery, Ala. 


New York, N.Y 
North Little 
Northport (Long 
Oklahoma City, Ok 


Omah: 


Phoenix, Ariz__- 


Pittsburgh (GM), Pa 


Pittsburgh (NP), Pa. 
Pittsburgh (Aspinwall division), Pa. 


76.5 | 


Poplar Bluff, Mo_-_ 
Providence, RI 


Reno, Nev. 


34.4 
799.7 239.9 

5.0 
40.7 211.0 

41.1 243.3 

6.7 20.0 

243. 6 507.5 

4.9 22.5 

22.5 
16.3 231.5 

pe 

800. 6 312.5 

211.6 

55.6 718.6 

72.3 

37.1 255. 0 

800.0 }..-.- 

349.7 413. 8. 

154.4 1, 752. 4 

276.7 142.3 

13.5 96.7 

125.2 

6.7 16.1 


Appropriation 
Station 
ae iscal year Fiscal year Fiscal year Fiscal year 
mee 1958 actual | 1959 actual | 1960 actual | 1961 request 
65.0 18.3 200.5 1, 955. 4 
148. 9 1, 535.3 
201.7 160.3 7.8 20.0 
— 14.9 
34.6 
115.8 | 
| 2.9 65.9 | 
9 2, 270.0 | 
11, 233.0 2, 267.0 | 
: | | 
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ppropriation, for projects 


estimated to cost more than $2,000—Continued 
{In thousands} 
Appropriation 
Station 
Fiscal year iscal year | Fiscal year iscal year 
1958 actual | 1959 actual 960 actual | 1961 request 
Roanoke, Va. 5 
t ass 
Louis, Mo 165.9 16.5 14. 
it bake City, Uteh (GM 175.0 |..-. 
alt Lake City (Fort division), ad 124.8 
San Francisco, Calif 36.9 48.9 527.0 670.1 
San Juan, P.R- 82.3 77.1 sa ‘ 
Seattle, Wash...... 7.8. 13.0 363.8 
Sepulv: Calif. . 10.8 32.5 
yo- 43.1 
Sioux Falls, 8. Dak. 
Somerville, N.J- 20.4 
Temple, Tex pg 0 82.3 
Togus, Maine 0 93.5 111.0 65.1 
Topo ais 
‘ope 
Tucson, Ariz, 1, 938. 1 107.5 1,191.5 
Tuscaloosa, Ala 6.1 299.0 
Tuskegee, Ala__-- 141.7 1, 778.6 180.7 
Vancouver, 33.4 
orth (Excelsior Springs division), Kans. MBS 
Walla Walla, Wash_. 240.0 23.0 
Whipple, Ariz 10.9 
Wichita, Kans_--..... 
Wilkes-Barre, Pa 22.3 
ood, Wis. 2, 109.0 
1958 Admin. disc. fund (bal ) 49 
1960 Admin. disc. fund 
1961 Admin. disc. fund... 300.0 
Reservation for projects to be developed 247.2 
45, 162.4 20, 020.0 31, 659.0 75, 837.5 
Application of savings from prior year programs. —634. 4 —725.9 0 —837.5 
Net appropriation 
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HOSPITAL PROGRAM OF THE VA 
GENERAL ASSEMBLY, STATE OF GEORGIA 


H.R. No,.314 


By Messrs. Floyd, of Chattooga ; Ingle, of Gordon ; Loggins, of Chattooga; Hud 
dleston; of Fayette ; Bagby, of Paulding ; and Magoon, of Hart 


A RESOLUTION 


Requesting Congress to make funds availablefor the construction.of a Veterans’ 
Hospital in the Atlanta area ; and for other purposes. 

Whereas the Veterans’ Administration Hospital located on Peachtree Road in 
Atlanta, contains only three hundred (300) beds and was originally constructed 
to take care of yeterans of World War I; and 

Whereas since that time the United States has engaged in World War II and 
ge Korean conflict thereby adding thousands of veterans to those of World 

arlI;and , 

Whereas there are approximately one hundred fifty thousand veterans living 
within a fifty mile radius of Atlanta, and the present hospital is woefully inade- 
quate for this number of veterans ; and 

Whereas the General Assembly of Georgia at the 1959 Session unanimously 
adopted a resolution urging and requesting the Veterans’ Administration to con- 
struct a new hospital in the Atlanta area ; and 

Whereas since that time the Veterans’ Administration has this 
pressing need and ‘has stated that a new seven hundred fifty bed hospital should 
be erected ‘in the Atlanta area and will be erected if funds are made available 
for such purpose : Now, therefore, be it 

Resolved by the General Assembly of Georgia, That the United States Congress 
is urgently and respectfully requested to make the necessary funds available for 
the construction of -a new seven hundred fifty. bed Veterans’ Administration 
Hospital in the Atlanta area : Be it further 

Resolwed, That the Clerk of the House is hereby inateucted to transmit a copy 
of this resolution to each member of the Georgia Congressional Delegation, to 
the presiding officers of the Senate and the House of Representatives of the 
United States Congress and to the proper officials of the Veterans’ Administration. 

In Senate: Read and Adopted February 2, 1960. 


In House : Read and Adopted January 29, 1960. 


.. AGENDA FoR DiscussION BY AREA MEDICAL DIRECTORS 


I. RECRUITMENT OF PERSONNEL AND PAY SCALE 


Salary scale of the Department of Medicine and Surgery—is it adequate? If 
so, in all grades? If inadequate, what positions and suggestions do you have to 
offer with regard to pay and/or working conditions or other inducements for the 
recruitment of personnel? 

What medical personnel are difficult to recruit in your area? 


Il. FUND ALLOCATION AND COSTS 


Should there be a different system used for hospitals having a high turnover 
rate as contrasted with those institutions which have a low or small turnover 
rate? 

Does your office know the cost for the treatment of specific disabilities in each 
of the hospitals under your jurisdiction? For example, the cost for an ap- 
pendectomy or a herniography. Is this a more realistic estimate of cost than 
the per diem basis? 

Is the cost of medical care in the hospitals under your supervision higher than 
those in private or State institutions? If so, why? 

Do you have any information as to the average cost for caring for the average 
veteran projected over a 10-year period? 

What should be the employee ratio per patient, in your opinion? 

Are consultant and attending fees adequate in your area to attract the type 
of assistance that you require? If the answer is “No,” indicate the level to 
which you think these fees should be increased. 


: ‘ 
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IMI. TURNOVER RATIO 


Discuss the waiting list question. Does it have any meaning or is it mean- 
ingless? Would you change present procedures? If so, how? 

Would you favor the enactment of legislation such as H.R. 7965 which would 
permit, a hospital to provide some form of outpatient care for non-service-con- 
nected cases to work up the case prior to hospital admission when determined to 
be needed and posthospital outpatient care where it would increase turnover rate? 

Do you have any specific suggestions which, in your opinion, would lead to an 
increase in the turnover rate in neuropsychiatric hospitals? 

Should the foster home program be enlarged? 

Do you believe that it would be wise for the family or agency requesting adimis- 
sion of a veteran to agree to accept responsibility for the veteran’s care after me 
had received maximum hospital benefits? 


IV. CONSTRUCTION 


What is the predominant type construction in the hospitals in your area—multi- 
storied buildings more than two?’ What sort of construction do you favor for 
general medical and surgical hospitals and for neuropsychiatric installations? 

Are you consulted as 'to type construction or location of new hospitals in your 
area? Are you consulted as to renovation and modernization? If not, do you 
feel it would contribute to better construction and administration if you were 
consulted ? 

List in order of priority the hospitals in your area which you think should be 
the subject of renovation or modernization and the timetable for such action. 

Provide the same information on a priority basis as to most pressing need for 
maintenance on an individual station basis. 

What size hospital do you recommend as being the best from administrative and 
patient care standpoint of general, medical, and surgical hospitals as well as 
neuropsychiatric installations? 

(Inherent in this question is the possibility that TB hospitals will be phased out 
eventually and redesignated as G.M. & S. installation.) 

Are you aware that some private contractors have indicated privately their 
unwillingness to bid on future VA hospital construction because of numerous 
change orders and other conditions? Do you have any suggestions for correction? 

Comment on the 12-year program for renovation and modernization. 


GENERAL 


Do you favor the consolidation or redesignation of hospitals in your area? For 
example, should any additional TB installations be classified as general, medical, 
and surgical hospitals? 

Are there patients in overcrowded hospitals which could be transferred to other 
installations in your area where they would receive more adequate care, particu- 
larly neuropsychiatric patients? 

What is the average workload of the individual stations in your area? Do you 
consider it high, low, medium, adequate? 

Do you think that the average daily patient load should be determined by the 
officials in central office as is presently done, or do you believe that the area 
medical office is better qualified to make such a decision? 

Do you believe that there should be more authority for the area medical office, 
and do you think it should be operational rather than supervisory? 

Do you consider the 125,000-bed ceiling, announced in 1958, adequate for the 
long-term operations in the Veterans’ Administration ? 

Should the addendum be changed as to the substance of the information re- 
quested, and do you feel that there is any need for a change in the admission 
procedures followed by the VA today? If so, specify. 

What are your views on the merging of regional office clinics with hospitals? 

Please give your views on the maintenance of station laundries as contrasted 
with proposals to have these services furnished by commercial laundries. 

Indicate the most pressing need in your area and the hospital or domiciliary 
which you believe to be in most need of attention either from a physical construc- 
tion standpoint, recruitment of personnel, or any other condition you believe to 
be vital. 

Do you believe that there is a need for a type of care which is variously described 
as intermediate care or nursing care for patients who are chronically ill? If so, 
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where would you locate such institutions? Would you keep them as part of a 
general medical setup or a separate institution? 


VETERANS’ ADMINISTRATION, SUMMARY OF PRESIDENT’S Bupeet, Fiscat Year 1961 


Summary 
1960 1961 Difference 
edical administration and miscellaneous operating expenses.| $29,349,000 | $28, 469, 000 = 000 
83, 866, 000 86, 481, 000 +2, 615, 000 
ction of hospital and domiciliary facilities._........... 31, 659, 000 75, 000, 000 341, 000 
Grants to Republic of the Philippines 2, 000, 000 1, 500, 000 —8500, 000 


1960 1961 Difference 
Medical ad tration $8, 204, 800 $8, 947, 000 +-$742, 200 
SAdonstreeien. 1, 469, 200 1, 622, 000 +162, 800 
Medical research ____ 17, 344, 000 15, 400, 000 — 1, 944, 000 
1, 331, 000 1, 500, 000 +169, 000 
Total 29, 349, 000 28, 469, 000 —880, 000 
ployment: 
Medical administration 809 =| +71 
AA/construction.____ 166 1 +3 
Medical research 1, 870 1, 920 +50 
Prosthetics testing-development. 29 30 +1 
Total 2, 874 2, 999 +125 


COMMENT 


1. Increases in C.O. and area office staffs to strengthen direction and super- 
vision of DM & 8 program. 

2. Increased site-survey costs and other expanding workloads in construction 
activities on preliminary development of projects. 

3. Reduction in level of research program and elimination of one-time equip- 
ment costs. 

4. Expansion of education and training activities for professional personnel, 


Inpatient care 
1960 1961 Difference 
Gperstion of hospitals. _ $749, 000, 000 | $766, 445, 000 7, 000 
Operation of domiciliary 27, 648, 000 28, 828, 000 000 
Contract hospitalization. 15, 277,000 15, 235, 000 —42, 000 
State homes-.-.......-- 6, 480, 000 6, 513, 000 +33, 000 
Total___ i 405,000 | 817,021,000 18, 616, 000 
Employment: 
Operation of hospitals 116, 530 118, 082 +1, 
Operation of domiciliary facilities. 3, 940 4,120 +1 
Total. 120, 470 122, 152 ‘+1, 682 
Average benefieiary load 
VA hospitals. 111, 346 111, 600 +254 
VA domiciliary ‘facilities. __..- 16, 750 16, 850 +100 
State homes 9, 700 9, 750 +50 
Total. 140, 846 141, 250 +404 


— , proposed supplemental for approved wage board increases (Nov. 1, 1958 to July 31, 


— 
ae Medical administration and miscellaneous operating expenses 
Em 
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 OOMMENT 


1. Increased werkload in hospitals and domiciliary facilities: 

2. Improvement of staffing ratios in hospitals as follows: 
G.M. & S.: 1.339 to 1.346. 
NP: 0.725 'to 0.739. 
TB: 1.248 to 1.282. as 

3. — in average salary costs in hospitals and domiciliary facilities. 


Outpatient care 


Difference, 
1960 1961 increase + 
r 

decrease (—) 
Dollars___. 866, 000 481,000 +$2, 615, 000 
Employment... 8, 088 290 
Workloads: 
Medical Visits - $3, 465, 800. $3, 551, 000 +$85, 200 
Dental e: tions 28, 950 27,000 1, 950 
Dental treatments. 24, 150 22, 550 1,600 
550 +81, 650 


Total 3, 618, 900 8, 600, 


COMMENT 


1. Increased workload in medical care activity. 
2. Decreasing workload in dental care programs. 
3. Increases in average salary costs. 


Construction of hospital and domiciliary facilities 


Difference 
(+) 


(-) 


1960 1961 


Dollars... $31, 659,000 | $75,000,000 | +$43, 341, 000 
Employment. 344 349 +5 


COMMENT 


1. Construction funds for replacement hospitals at Oakland (Martinez), Cleve- 
land, and Washington (Mount Alto). 


Grants to Republic of the Philippines 
1960 $2, 000, 000 
1961__ 1, 500, 000 
Difference, increase (+) or decrease (—) —$500, 000 


COMMENT 


Approximately $750,000 of the 1960 dollars will not be used, due to lower 
than expected patient loads. 


VETERANS’ ADMINISTRATION 


Construction of hospital and domiciliary facilities, fiscal year 1961 
appropriation request 


NEW AND REPLACEMENT HOSPITALS 


Cleveland, Ohio, 800 beds $21, 250, 000 
Martinez, Calif., 500 beds 11, 714, 000 
Washington, D.C., 700 beds. 19, 760, 000 
* $52, 724, 000 


1This is the estimated additional amount needed for construction, initial reaye 
equipment, and balance of technical services. Funds for site acquisition an 
portion of ‘teeanical services were appropriated previously. 
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MODERNIZATION, IMPROVEMENT AND REPAIR’ 
1960 major (details shown on attachment, pp. 28-3 


and 28-4) $14, 470, 300 
1961 major (details shown on attachment, pp. 28-4 
and 28-5) _ 8, 787, 000 
1961 minor (details shown on attachment, pp. 28-6 
and 28-7) 4, 856, 200 
$23, 113, 500 
Total required 75, 837; 500 
Less savings from prior year programs 837, 500 
Net appropriation request. 75, 000, 000 


ent finan arrangements for modernization, ae rovement, and repair projects 

1) Major projects (we normally uest soerene’s tion for technical services costs 

in budget year and appropriation for construction and initial portable equipment costs in 

succeeding year); and (2) minor projects (we request appropriation for complete 
pean cost in budget year). 

Fresruary 17, 1960. 


Hon. E. TEacvue, 
House of Representatives, 
Washington, D.C. 


Dear Mr. Teacue: The enclosed summary is furnished in response to your 

request for current data concerning beds out of active service in VA hospitals. 

The summary shows the rated, operating and out-of-active-service beds for 

each VA hospital as of December 31, 1959. The out-of-service group is further 

broken down to show the types of beds and the reasons for their unavailability. 
We shall be glad to furnish any further information that may be required. 

Sincerely yours, . 

Sumner G. Administrator. 


Rated, operating and out-of-active-service beds in VA hospitals as of Dec. 31, 1959 


Beds out of active service 
VA Over- 
rated | Oper- | capac- Type of bed 
Hospital bed ating | ity op- 
ca beds | erating 
ity beds | Total Psy- Medi- 
TB chiat- | Neuro- | caland 
ric | logical | surgi- 
123, 240 |120, 287 220 | 2,953 873 697 40 1, 343 
G. M. & EES 61, 622 | 59,629 172 1, 993 306 313 40 1, 334 
TR HOSPITALS 
Madison, 
Rutland Heights, Mass 
Outwood, 
San Fernando, Calif 
NP HOSPITALS 
Coatesville, Pa. -| 1,602} 1, 
Port Lyom, 681 
Fort Meade, 7 


1 
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Rated, operating and out-of-active-service beds in VA hospitals as of Dec. 31, 


1959—Continued 
Beds out of active service 
ated | 0 Type of bed 
ra per- | capac- ype 
Hospital bed one op- 
erating 
y ~~ Total Psy- Medi- 
TB | chiat-.| Neuro- |caland 
ric logical | surgi- 
ca. 
NP HOSPITALS—continued 
Lebanon, P: 1,065 | 1,065 8 
1,171} 1,171}. 
les, alif. (NP section) _.... 2,041 | 2,036 5 5 
iw ons, N.J 2,009 | 2,009 
1,940 | 1,769 171 171 
Northampton, 1,105 | 1,105 
North Little Rock, 2,062 | 2,062 
Northport, N. --| 2,488 | 2,488 |. 
Pale AO, 1,400 | 1,400 
Sepulveda, Calif. 956 ied 
G. M, & 8. HOSPITALS 


See footnotes at end of table. 
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Rated; cperating and out-of-active-service beds in VA hospitals as of Dec. 31, 
1969-—Continued 


Hospital 


Beds out of active service 


: Over- 
Oper- } capac- 
ating. } ity op- 
beds | erating 
beds | ‘Total 


Type of bed 


TB 


Psy- 
chiat- | Neuro- 
ric logical 


G. M. & 8. HOSPITALS—continued 
Fresno, Calif... 


Grand Island, Nebr................. 
Grand Junction, 
Hines, Il 


Hot Sp , 8. Dak 


Houston, ex. | 


Huntington, W. 
Indianapolis, Ind 
Iowa City, Iowa. 
Mountain, 


Long Beach, Calif................... 
Los Angeles, Calif. (G.M. & 8.)....-. 
Marion, 


Montgomery, 
Mountain Home, Tenn 
Muskogee, Okla 

Nashville, Tenn 

Newington, 
New Orleans, 
New Yor 4 
Oaklan: 
Phoenix, Ariz... 


Pittsburgh, Pa.3. 
Poplar Bluff, Mo 


Portland, Oreg 


Providence, R.I. 


Reno, Nev- 
Richmond, Va___ 


Sioux Falls, 8S. Dak 

Spokane, 
Syracuse, N.Y 
Temple, Tex... 
Tucson, Ariz___. 
Wadsworth, 


West Haven, Conn 

West Roxbury, Mass................ 
White River Junction, 
Wichita, Kans 

Wilmington, Del. 
Wood, Wis 


< 


~ 


SESE 


1, 233 


1, 


75 


B! 


1, 233 


1 Includes data for VA G.M. & 8. hospital, Fort Themes, Ky. 

2 Includes data for VA TB hospital, Indianapolis, In: 

* Includes data for VA G.M. & 8. hospital, pon bey Pa. 
Salt Lake City, Utah. 


* Includes data for VA NP hospital, 


vA 
y 
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Fesrvuary 10,1960. 
Hon. 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D.C. 
Dear Mk. Teacue: Thank you for your letter of February 3 concerning the 
hearing by the Subcommittee on Hospitals beginning February 15. 
We shall cooperate fully with the subcommittee in developing all pertinent 
facts bearing on the subject of this hearing. 
We have *aken steps to assure that Dr. Timm and Dr. Carroll will be present 
at the times scheduled. I am sure they will be helpful by fully and frankly pre- 
senting their views on the needs of our medical program. Nr 


Sincerely yours, 
Sumner G. Wuirtrer, Administrator. 


Fesrvary 12, 1960, 
Hon. Orin E. 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D.C. 


Dear Mr. Teacur: I have reviewed Dr. Cady’s paper which you were kind 
enough to send to me. There are certain observations which may be made. 

First, I would like to point out that the Houston VA hospital has been evalu- 
ated by the Chief Medical Director as one of the outstanding hospitals in our 
system. In the attainment of this level of performance, the manager, Dr. Lee 
Cady, has played a large part. 

Dr. Cady’s paper raises questions which are of serious and continuing concern 
to the Veterans’ Administration. One of our most difficult problems is to develop 
fund plans for all VA hospitals based on each station’s needs, within the frame- 
work of specified dollar and average daily patient load limitations for the 
system as a whole. 

The average daily patient load concept has definite advantages systemwide. 
It permits the Veterans’ Administration to express in broadest terms, and in 
a relatively simple manner, the workload and dollar requirements for the total 
inpatient program. By this means external relationships of the Veterans’ 
Administration with the Congress and the executive branch of the Government 
have been simplified. In our system the buildup of budget estimates which 
eventually expresses itself in terms of average daily patient load and dollars 
begins with the individual stations and flows through the area medical directors 
to central office. Based on a detailed joint review of all related circumstances, 
the budget is developed and submitted to the Congress. When the funds are 
appropriated, Veterans’ Administration is then faced with its most difficult 
task of funding hospitals equitably. Average daily patient load is only one 
of many considerations in the funding process. Of prime importance is the 
necessity that each hospital get its share based on need. The veterans in one 
area must be treated as fairly as those in other locations throughout the system. 
This we have done in the past and will continue to do in the future. The factors 
that go to make up differences in turnover, as outlined by Dr. Cady, must defi- 
nitely be considered as part of the total process. They are so considered in 
present planning. 

Recognizing many of the points brought out by Dr. Cady as well as others, 
our budget analysis for the upcoming fiscal year 1961 and the estimate for fiscal 
year 1962 has been improved. As to staffing, for example, which represents in 
excess of 80 percent of the total budget, a concerted effort has been made to 
identify the needs of the basic components of a hospital and to evaluate each 
function in its relationship to the total. For example, in dietetics activity we 
have found that a tentative staffing ratio in G.M. & S. hospitals for the present 
time represents 4.7 average employees per 10,000 rations served, around which 
a variation of plus or minus 13 percent is recognized as possible due to local 
circumstances. All G.M. & 8. hospitals were evaluaied against this tentative 
ratio. Reasons for deviations were determined and this information was 
considered in developing plans. Similar analyses were conducted for direct 
care, nursing, fiscal, personnel, supply, engineering, housekeeping, registrar, etc. 
The result of this approach to budgeting has as its basic premise the development 
of fund plans based on need. This method will be employed at forthcoming 
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meetings of our managers when fund requirements for fiscal year 1962 will be 
discussed. As we move forward year by year the D.M. & 8. programs in all 
hospitals should continue to improve. 

If we can be of further assistance please let us know. 


Sincerely, 
G. Wuirtier, Administrator. 


Mrs. Ker. All members of the subcommittee have before them a 
copy of Committee Print No. 167 which shows the funds available 
for operation of all 171 Veterans’ Administration hospitals and domi- 
ciliaries as to the funds available, the maintenance allocation and, in 
addition, for the fiscal year 1961, includes the figures on the station 
— and the final amount approved in the President’s budget. 

“es ithout objection, I will insert-this information in the record at 
is point. 

(The information referred to follows :) 


VeTEeRANS’ ADMINISTRATION, 
OFrriIcE OF THE ADMINISTRATOR OF VETERANS’ AFFAIRS, 
Washington, D.C., January 22, 1960. 
Hon. Ourn E. Tracvur, 
House of Representatives, Washington, D.C. 

Dear Mr. Tracve: The enclosed table indicates the cost per pound 
and location of VA hospitals now using commercial laundry facilities. 
These data were promised in my letter of December 10, 1959. 

We are in the process of evaluating the results of the test we have 
made of commercial laundry facilities. After a definite conclusion is 
reached we will inform you of our future plans relative to using com- 
mercial laundries. 

Sincerely yours, 
Rosert J. LAMPHER®E, 
Associate Deputy Administrator 
(For and in the absence of Sumner G. Whittier, Administrator). 


Cost per pound and location, VA hospitals using commercial laundry service, 1st 
quarter, fiscal year 1960 


(A) (B) (C) 


Cost per Total direct 
Cost per und, VA eost to VA for 
pound paid ministrative | commercial 
to contractor | and handling | laundry serv- 
ice (A+B) 


ite 
Cheyenne, Wyo 
Clinton, Iowa. 
Dwight, 


Nashville, Tenn... 
New York, 
Oakiand, Calif. 
Reno, Nev......- 
Washington, 
White River Junction, V 


Averages, 16 hospitals 
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ADMINISTRATION, 
OFFICE OF THE ADMINISTRATOR OF VETERANS’ AFFAIRS, 
Washington, D.C., February 11, 1960. 
Hon. Ouin E. 
Chairman, Committee on Veterans’ Affairs 
House of Representatives, Washington, D.C. 

Dear Mr. Tracue: Enclosures with this letter contain detailed 
information on the outpatient clinics which have been consolidated 
with hospitals and also on the proposed consolidations as requested 
in your letter of January 26, 1960. 

he policy of consolidating clinies with hospitals, wherever feasible, 
was adopted to meet the challenge of providing for veterans the best 
possible medical care at reasonable cost. The quality of medical 
care stems from the variety and degree of skills of professional and 
paramedical staffs and the diagnostic facilities available. In our 
evaluation of regional office outpatient clinic operations, certain in- 
adequacies existed which were susceptible to improvement. Consoli- 
dation with hospitals was our solution. 

In smaller regional office clinics the services provided by the medical 
staff, radiology, laboratory, etc., are limited and examination and 
treatment services are thus limited. Recruitment and retention of 
well-qualified professional personnel has been difficult in some clinics. 
In many clinics there was insufficient professional stimulation emanat- 
ing from normal sources, such as hospital conferences, teaching pro- 
grams, and research projects. Our hospitals have fine medical staffs, 
well-equipped and staffed laboratory, X-ray and other diagnostic and 
treatment services, educational programs, and affiliations with medical 
schools. This we desire to make available to outpatient physicians. 

Some of the consolidations were made without major alterations to 
a hospital plant which was built for inpatient care only. This means 
that services such as X-ray and laboratory may not be located im- 
mediately adjacent to the outpatient clinic. e do not accept this 
as ideal, yet we believe a slight inconvenience to outpatients in this 
respect is far outweighed by the quality of medical care available at 
such a clinic-hospital consolidation. In new construction plans we 
are placing the ancillary services (X-ray, laboratory, pharmacy, etc.) 
as well as special clinics (EENT, pine f etc.) in the outpatient clinic 
area of the hospital. It is readily obvious that future consolidations 
will be more efficiently eeraiinnd’ and certainly the compactness of 
regional office outpatient clinics will be achieved. 

Sincerely, 
Sumner G. Wairtier, 
Administrator. 
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No. 1 


1, Station and location: VA hospital, Denver, Colo. 

2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or occasioned ‘by ‘the 
transfer, including fixed equipment): $57,320 (includes,a parking area). 

3. Cost of the physical moving of the equipment from the regional office to the 
hospital; None. 

x 4. Cost of initial portable equipment purchased in connection with the transfer: 
one. 
5. Distance from the center of the city to— 
The regional office: 10 miles. 
The hospital: 5 miles. 
6. Evaluation as to operation of clinic: i 
(a) Number of cases which are being handled in the outpatient elinic: 


Annual patients Before After 


(6) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: No chon 

(c) Attitude of individual veterans: No complaints. 

(d) Attitude of veterans’ groups: Complaints have been made regarding delay 
in completing examination reports for the regional office. However, this service 
has been and is now being furnished promptly and adequately. 

(e) Employee reaction and morale: Physician employee reaction was good and 
morale excellent. Their professional status is improved by reason of close associa- 
tion with hospital treatment, teaching, and research projects. 

Administrative personnel morale was low until adjustments in assignments and 
duties were completed. Now morale is excellent. 

(f) Administrative problems resulting from merger: None. 

(g) Other pertinent matters: The regional office outpatient clinic was housed in 
an antiquated building and had inadequate equipment. Now it occupies two 
adjacent wings of a closely knit modern facility with excellent equipment. This is 
probably our best consolidation considering all factors. 


ATTACHMENT No, 2 


1. Station and location: VA hospital, Huntington, W. Va. 

2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or oceasioned by the 
transfer, including fixed equipment): $170,312 (includes elevator repair, fixtures 
and alterations to pharmacy and install window screens). 

3. Cost of the physical moving of the equipment from the regional office to the 
hospital: $1,275. 
ae Cost of initial portable equipment purchased in connection with the transfer: 

1,570. 

5. Distance from the center of the city to— 

Regional office: Less than 1 mile. 
Hospital: 7 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 


10, 031 10, 179 
4, 258 4, 989 


a 14, 289 15, 168 
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(6) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: No change. 

(c) Attitude of individual veterans: Initially a few complaints were made, 
chiefly on inconvenience of the transportation. Adequate parking space and 
enlarged facilities available at the hospital tended to diminish this complaint. 

(d) Attitude of veterans’ groups (same as (c), above). 

(e) Employee reaction and morale: Prior to consolidation employees were 
concerned about how the change would affect them. However, morale is g 
now as the advantages of clinic-hospital consolidations are experienced. 

(f) Administrative problems resulting from merger: None. 

(g) Other pertinent matters: None. 


HOSPITAL PROGRAM OF THE VA 


ATTACHMENT No. 3 


I. Station and location: VA hospital, Little Rock, Ark. 

2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or oceasioned by the 
transfer, including fixed equipment): $85,327. 

3. Cost of the physical moving of the equipment from the regional office to the 
hospital: None. 

4. Cost of initial portable equipment purchased in connection with the transfer: 


5. Distance from the center of the city to— 
The regional office: Less than 1 mile. 
The VA hospital: 1% miles, 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before Sa After 
Total 19,946 16, 001 


(b) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: No change. 

(c) Attitude of individual veterans: No complaints. 

At Attitude of veterans’ groups: No complaints. 

e) Employee reaction and morale: Employees accepted change without ap- 
prehension. Physicians’ morale improved. The attractive, well equipped 
offices were a factor. In addition, the varied hospital professional conferences 
provided a stimulating medical atmosphere not possible before. 

(f) Administrative problems resulting from merger: None. 

(g) Other pertinent matters: None. 


ArracHMENT No. 4 


1. Station and location: VA hospital, Manchester, N.H. 

2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or occasioned by the 
transfer, including fixed equipment): None. 

3. Cost ot the physical moving of the equipment from the regional office to the 
hospital: $290. 

“ 4. Cost of initial portable equipment purehased in connection with the transfer: 
one. 

5. Distance from the center of the city to— 

Regional office: Less than 1 mile. 
VA hospital: 3 miles. 


51434— 60——3 


, 
| | 
36,930 


836 HOSPITAL PROGRAM OF THE VA 


6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 
Total 10, 077 


(6b) Promptness with which such cases.are processed, in comparison with like 
activities prior to the transfer: Improved. 

(c) Attitude of individual veterans: Initially, protests were made regarding 
inconvenience of transportation. Therefore shuttle service was provided between 
regional office and hospital, This service is no longer required and has been 
discontinued. 

(d) Attitude of veterans’ groups (same as (c), above). 

(e) Employee reaction and morale: Satisfactory. 

(f) Administrative problems resulting from merger: None. 

@) Other pertinent matters: None. 


ATTACHMENT No. 5 


1. Station and location: VA hospital, Phoenix, Ariz. 

2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or occasioned by the 
wane including fixed equipment) : None. 
physical moving of the equipment from the regional office to the 

pi 
x 4. Cost of initial portable equipment purchased in connection with the transfer: 
one. 

5. Distance from the center of the city to— 

Regional office: Less than 1 mile. 
VA hospital: 3 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 


(b) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: Improved. 

(c) Attitude of individual veterans: No complaints. 

(d) Attitude of veterans’ groups: No complaints. j 

(e) Employee reaction and morale:. Initial reaction was not, entirely favorable 
due to necessary adjustments in personnel assignments and duties. ow, morale 
is considered good. 

; f) Administrative problems resulting from merger: None. 

(g) Other pertinent matters: Proximity to downtown Phoenix and available 

parking make the hospital convenient for outpatients. 


ATTACHMENT No. 6 


1. Station and location: VA hospital, Salt Lake City, Utah. 

2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or occasioned by the 
transfer, including fixed equipment): $76,886. 


: 
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3. Cost of the physical moving of the equipment from the regional office to 
the hospital: None. 
4. Cost of initial portable equipment purchased in connection with the transfer: 
$16,260. 
5. Distance from the center of the city to— 
The regional office: 2 miles. 
The VA hospital: 3 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 
6, 589 6,975 
Total... 7, 087 7, 635 


(b) Promptness with which such cases are processed in comparison with like 
activities prior to the transfer: No change for normal workload. 

(c) Attitude of individual veterans: There have been complaints regarding 
adequacy of examinations. However, we believe the diagnostic and treatment 
services have improved since consolidation. ne 

(d) Attitude of veterans’ groups: No complaints. 

te) Employee reaction and morale: Regional office outpatient clinic baa 
were in favor of the merger. Moral was very good. 

(f) Administrative problems resulting from merger: None. 

(g) Other pertinent matters: None. 


ATTACHMENT No. 7 


1. Station and location: VA hospital, Wilkes-Barre, Pa. 

2. Cost of merger (renovation, new construction, modernization, or any 
changes in the structure of the hospital which were incidental to or occasioned by 
the transfer, including fixed equipment): $112,218 (includes additional parking, 
roads, and walks). 

3. Cost_of the physical moving of the equipment from the regional office to the 
hospital: $280. 

P 4. aoe of initial portable equipment purehased:in connection with the transfer: 
16, 
5. Distance from the center of the city to— 
The regional office: Less than 1 mile. 
The VA hospital: 3% miles. 
6. Evaluation as to operation of clinic: - 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients . Before After 
Totes wz ww 58, 526 50, 414 


(b) Promptness with which such cases are processed in comparison with like 
activities prior to the transfer: No change. 

(c) Attitude of individual veterans: No complaints. 

(d) Attitude of veterans’ groups: Initial complaints were made regarding 
distance and transportation faciliiies. However, after the merger no complainis 
were received. 

(e) Employee reaction and morale: Employees were pleased to be transferred 
to the hospital. Morale remains high. 

f) Administrative problems resulting from merger: None. 

g) Other pertinent matters: This is one of our best functioning consolidations 
of clinics with hospitals. 
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6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 
Staff....... .-------.-| Not available. 4, 606 
Total 10, 077 


(b) Promptness with which such cases.are processed, in comparison with like 
activities prior to the transfer: Improved. 

(c) Attitude of individual veterans: Initially, protests were made regarding 
inconvenience of transportation. Therefore shuttle service was provided between 
regional office and hospital. This service is no longer required and has been 
discontinued. 

(d) Attitude of veterans’ groups (same as (c), above). 

(e) Employee reaction and morale: Satisfactory. 

(f) Administrative problems resulting from merger: None. 

®) Other pertinent matters: None. 


ATTacHMENT No. 5 


1. Station and location: VA hospital, Phoenix, Ariz. 

2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or occasioned by the 
transfer, including fixed equipment): None. 

3. Cost of the physical moving of the equipment from the regional office to the 
hospital: $900. 

" . Cost of initial portable equipment purchased in connection with the transfer: 
one. 

5. Distance from the center of the city to— 

Regional office: Less than 1 mile. 
VA hospital: 3 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 


(b) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: Improved. 

(c) Attitude of individual veterans: No complaints. 

(d) Attitude of veterans’ groups: No complaints. 3 

(e) Employee reaction and morale;, Initial reaction was not. entirely favorable 
due to necessary adjustments in personnel assignments and duties. ow, morale 
is considered good. 

f) Administrative problems resulting from merger: None. 

(@) ) Other pertinent matters: Proximity to downtown Phoenix and available 
parking make the hospital convenient for outpatients. 


ATTACHMENT No. 6 


1. Station and location: VA hospital, Salt Lake City, Utah. 

2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or occasioned by the 
transfer, including fixed equipment): $76,886. 
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3. Cost of the physical moving of the equipment from the regional office to 
the hospital: None. 
4. Cost of initial portable equipment purchased in connection with the transfer: 
$16,260. 
5. Distance from the center of the city to— 
The regional office: 2 miles. 
The VA hospital: 3 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinie: 


Annual patients Before After 
Tote). 7, 087 7,635 


(b) Promptness with which such cases are processed in comparison with like 
activities prior to the transfer: No change for normal workload. 

(c) Attitude of individual veterans: Phere have been complaints regarding 
adequacy of examinations. However, we believe the diagnostic and treatment 
services have improved since consolidation. aA , 

(d) Attitude of veterans’ groups: No complaints, 

(e) Employee reaction and morale: Regional office outpatient clinic wae 
were in favor of the merger. Moral was very good. 

(f) Administrative problems resulting from merger: None. 

(g) Other pertinent matters: None, 


ATTACHMENT No, 7 


1. Station and location: VA hospital, Wilkes-Barre, Pa. 

2. Cost of merger (renovation, new construction, modernization, or any 
changes in the structure of the hospital which were incidental to or occasioned by 
the transfer, including fixed equipment): $112,218 (includes additional parking, 
roads, and walks). 

3. Cost_of the physical moving of the equipment from the regional office to the 
hospital: $280. 

P 6886 Cost of initial portable equipment purchased in connection with the transfer: 
1 
5. oe from the center of the city to— 
The regional office: Less than 1 mile. 
The VA hospital: 3% miles. 
6. Evaluation as to operation of clinic: - 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 
Total ei 58, 526 50, 414 


(b) Promptness with which such cases are processed in comparison with like 
-activities prior to the transfer: No change 

(c) Attitude of individual veterans: No. complaints. 

(d) Attitude of veterans’ groups: Initial complaints were made regarding 
distance and transportation facilities. However, after the merger no complaints 
were received. 

(e) Employee reaction and morale: Employees were pleased to be transferred 
to the hospital. Morale remains high. 


f f) Administrative problems resulting from merger: None. 
g) Other pert‘ ent matters: This is one of our best functioning consolidations 
of clinics with hospitals. 
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ATTACHMENT No. 8 


1. Station and location: VA Hospital, Albany, N.Y. 

2. Cost of merger (renovation, new construction, modernization, or any 
changes in the structure of the hospital which were incidental to or occasioned 
by the transfer, including fixed equipment): None. . 

3. Cost of the physical moving of the equipment from the regional office to 
the hospital: $447. 

: 4, ome” initial portable equipment purchased in connection with the trans- 
er: $8,028. 

5. Distance from the center of the city to— 

The regional office: 8 miles. 
The hospital: 1 mile. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in che outpatient clinic: 


Annual patients Before After 
Staff__- 11, 561 14, 420 


+. (6) Promptness with which such cases are processed in comparison with like 


activities prior to the transfer: The same. Dispersion of ancillary services 
(X-ray, laboratory, etc.) throughout hospital serving both inpatients and out- 
patients may have required longer stay for some. 

(c) Attitude of individual veterans: No complaints. Ample parking space 
pleased veterans. 

(d) Attitude of veterans’ groups: No complaints. 

(e) Employee reaction and morale: Initially employees did not like change. 
However, by the end of the first year the advantages of the merger were evident 
and morale was good. 

(f) Administrative prekinme resulting from merger: With the regional office 
communications and claims folder transfer were problems which were solved by a 
telephone tieline and a shuttle vehicle. 

(g) Other pertinent, matters: Clinic in present location is close to centers of 
transportation. 


ATTACHMENT No, 9 


1. Station and location: VA hospital, Albuquerque, N. Mex. 
2. Cost of merger: None. 
3. Cost of the physical moving of the equipment from the regional office to the 
hospital: None. 
= 4. Cost of initial portab)- equipment purchased in connection with the transfer: 
one. 
5. Distance from the center of the city to— 
The regional office: Less than 1 mile (see par. 6(g)). 
The hospital: 54 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 


(6) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: No change. 

(ec) Attitude of individual veterans: No complaints. 

(d) Attitude of veterans’ groups: No complaints. 
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(e) Employee reaction and morale: Favorable. 

u ) Administrative problems resulting from merger: None. 

g) Other pertinent matters: The outpatient clinic was physically located on 
the hospital reservation prior to consolidation. 


+ 
ATTACHMEN?-No. 10 


1. Station and location: VA hospital, Buffalo, N.Y. 
2. Cost ef merger (including parking area): $122,074. 
3. Cost of the physical moving of the equipment from the regional office to the 
hospital: $3,500. 
Z » Th of initial portable equipment purchased in connection with the transfer: 
10,969. 
5. Distance from the center of the city to— 
The regional office: Less than 1 mile. 
The hospital: 8 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 
40, 890 38, 643 
uy 46, 833 42, 830 


(b) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: The same. 

(c) Attitude of individual veterans: No complaints. 

(d) Attitude of veterans’ groups: Supported the consolidation. 

(e) Employee reaction and morale: Initially some employees disliked move 
but now prefer hospital setting. 

(f) Administrative problems resulting from merger: None. 

(g) Other pertinent matters: None. 


ATTACHMENT No. 11 


1. Station and location: VA hospital (West Side), Chicago, Til. 
2. Cost of merger (see par. 6(g)): None. 
‘ 3. ong i the physical moving of the equipment from the regional office to the 
ospit 1: None. 
2 4. Cost of initial portable equipment purehased in connection with the transfer: 
one. 
5. Distance from the center of the city to— 
The regional office: 2 miles. 
The hospital: 2 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 


(6) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: No sheng. 

‘9 Attitude of individual veterans: No change. 

d) Attitude of veterans’ groups: No change. 

(e) Employee reaction and morale: Excellent. 

(f) Administrative problems resulting from merger: None. 
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(g) Other pertinent matters: A new regional office-outpatient clinic building 
was. constructed on the hospital grounds, adjacent to the south wing of the hos- 
pital, prior to consolidation. Cost: $5,212,296 plus $106,753 for portable equip- 
ment. Following consolidation, the two separate physical Pues remained. 
However, certain activities were integrated.with the hospital. This is the largest 
outpatient clinic consolidated with a hospital. 


ATTACHMENT No. 12 


1. Station and location: VA hospital, Cincinnati, Ohio. 

2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or occasioned by the 
transfer, including fixed equipment: $111,541 (includes a parking area). 

3. Cost of the physical moving of the equipment from the regional office to the 
hospital: $1,829. 
on —e of initial portable equipment purchased in connection with the transfer: 

5. Distance from the center of the city to— 

The regional office: Less than 1 mile. 
The hospital: 2 miles. 
6. Evaluation as to operation of clinic: 
~ (a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 
25, 615 25, 904 


(6) Promptness with which such cases are processed in comparison with like 
activities prior to the transfer: No change except for slightly less ‘prompt service 
on completing examinations for RO. New management will bring this service to 
desired level. 

(c) Attitude of individual veterans: No complaints. 

(d) Attitude of veterans’ groups: Complaints about delays in completing 
examinations for RO and waiting time for examinations after reporting. The 
indications are that these complaints will be resolved satisfactorily by the new 
manager. 

(e) Employee reaction and morale: Morale of the physicians is better. 
employees’ morale is very good. 

f) Administrative problems resulting from merger: None. 

(g) Other pertinent matters: None. 


Other 


ATTACHMENT No. 13 


1. Station and location: VA hospital, Dallas, Tex. 
2. Cost of merger: None. " 
s 3. Cost of the physical moving of the equipment from the regional office to the 
ospital: $838. 
oat Cost of initial portable equipment purchased in connection with the transfer: 
9. 
5. Distance from the center of the city to— 
The regional office: Less than 1 mile. 
The hospital: 64 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Patients (period of 9 months) Before After 
Staff. 18, 978 19, 727 
5, 557 5, 381 
Total 24, 535 25, 108 


Waco 


Nore.—Workloads are for the period July-March of fiscal years 1958 and of 1959 and adjusted to reflect 
consolidation. 
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(b) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: C. & P. examinations have not been completed as 
nt sy as before consolidation. A contributing factor was the transfer of a 

acklog of examination requests from Waco RO outpatient clinic on July 1, 1958 
(less than 3 months after Dallas clinic merger). It is expected that service equal 
to that prior to merger will be given in the near future. 

(c) Attitude of individual veterans: Complaints have been made regarding 


in service. 

“oO Attitude of veterans’ groups: Initially, the principal protests were made on 
transportation. This was satisfactorily resolved by adequate parking available 
and bus service from downtown. There have been complaints on delay in service, 
especially in furnishing reports of examination to the RO and, also, delays in 
service after reporting to hospital. We have taken action to install additional 
X-ray facilities which were causing delay in service. Other actions have been 
taken to improve operations to a point at, or above, the level existing prior to 
consolidation. 

(e) Employee reaction and morale: Morale has deteriorated some since con- 

solidation, due primarily to the attitudes and actions of top management. 
Administrative problems resulting from merger: None. 

(g) Other pertinent matters: The hospital outpatient service has been recently 

surveyed by central office and area office representatives, and definitive action has 

been taken to correct deficiencies. 


ATTACHMENT No, 14 


1. Station and location: VA hospital, Wilmington, Del. 
2. Cost of merger: None. 
3. Cost of the physical moving of the equipment from the regional office to 
the hospital: $70. ETE 
P 4. Le of initial portable equipment purchased in connection with the trans- 
er: None. 
5. Distance from the center of the city to— 
The regional office: 1 mile. 
The hospital: 4% miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before After 
‘Staff = 606 3, 641 
Fee 682 . 660 


(b) Promptness with which such cases are processed, in comparison with like 
activities prior to the transfer: No change. - 

(c) Attitude of individual veterans: No change. 

(d) Attitude of veterans’ groups: Complaint was made by only one service 
officer. After consolidation, no complaints were received. 

(e) Employee reaction and morale: Initially, employees were uncertain as to 
how merger would affect them. All personnel were reassigned without a reduction 
in force. After the consolidation, morale was good. 

(f) Administrative problems resulting from merger: None. 

(g) Other pertinent matters: This was not a typical consolidation. Prior to 
merger the examination and treatment services were given at the hospital and 
RO was responsible for administration. The merger action, therefore, brought 
together the total outpatient program at one place—the hospital. 


ATTACHMENT No. 15 


1. Station and location: VA hospital, Lincoln, Nebr. 
2. Cost of merger (renovation, new construction, modernization, or any changes 
in the structure of the hospital which were incidental to or occasioned by the 
transfer, including fixed equipment): None. 
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3. Cost of the physical moving of the equipment from the regional office to the 


hospital: $180. 
: ml Cost of initial portable equipment purchased in connection with the transfer: 


5. Distance from the center of the city to— 
The regional office: Less than 1 mile. 
The hospital: 54 miles. 
6. Evaluation as to operation of clinic: 
(a) Number of cases which are being handled in the outpatient clinic: 


Annual patients Before 


Staff. 2, 349 
Fee. 3,184 


5, 533 


Total 


(6) Promptness with which such cases are processed in comparison with like 
activities prior to the transfer: No change. 

(c) Attitude of individual veterans: No complaints. 

(d) Attitude of veterans’ groups: Initial protests concerned fear of deterioration 
of service. However, within a few months after merger, no complaints were 
received. Current relations are excellent. 

(e) Employee reaction and morale: Initially, employees did not accept change 
favorably. owever, within a short time they were integrated with hospital 
personnel with good morale. 

iy ) Administrative problems resulting from merger: None. 

) Other pertinent matters: None. 


ArracHMENT No. 16 
Proposed consolidations of regional office outpatient clinics with VA hospitals 


Distance in 
Estimated miles ! from 
Station cost of city center to— Remarks 
merger 
RO | VAH 

VAH, Dearborn, Mich......... $2, 145, 000 0 10 | Under construction now. Project in- 
cludes improvements to certain hos- 
oe facilities in addition to outpatient 

VAH, Kansas City, Mo-_--..-__ 737, 400 2 8 | Under construction now. 

VAH, Newington, Conn__._._. 265, 000 0 6 

VAH, 692, 000 0 2 

VAH, New Orleans, La_....._- @ 0 0 

VAH, Cleveland, Ohio._.._.... 0 12 of existing hospital is 
Pp ed. The clinic would be in- 
cluded in new construction project. 

VAH, Columbia, 0 5 

VAH, Houston, Tex. 0 4% 

VAH, Nashville _.............. 0 5 Do. 

VAH, Bay Pines, Fla_..._..._- 10 10 

VAH, San Franciseo, Calif_____ 4 0 7 

VAH, Washington, ) 0 3 Do. 


10=less than 1 mile, 
2 Not determined. 
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We have asked Dr. Lee D. Cady, manager of the Veterans’ Admin- 
istration hospital at Houston, Tex., to be our first witness this morning, 
and while I have never had the pleasure of meeting Dr. Cady before 
today, I am advised by the chairman of our full committee that he 
is an active, forceful, and able manager, and in addition to that, is 
a man who somehow finds the time to do a considerable amount of 
independent thinking. 

On tomorrow we have scheduled Dr. O. K. Timm, the area medical 
director of St. Paul, and on Wednesday, Dr. Francis B. Carroll, who 
holds the same position in Boston. On Thursday we have the Vet- 
erans’ Administration Chief Medical Director, Dr. William S. Middle- 
ton, and Friday has been reserved for representatives of veterans’ 
organizations. 

We have indicated to the first three officials of the Veterans’ Ad- 
ministration that we would appreciate receiving their frank and 
candid opinion about all matters of which this committee is concerned. 
A letter advising the Administrator of this action has been sent to 
Mr. Whittier in which there is expressed the hope and belief that they 
will fully cooperate in seeing that the managers do express their own 
candid views on-this subject so that the subcommittee and the full 
committee and the Congress may be aceurately advised as to the opera- 
tions in.the stations involved in the hearing, and also-we would like 
to know how the Veterans’ Administration system lodks to individuals 
who are not based here in Washington. 

Dr. Cady, it is a pleasure to have you here this morning, and we 
will be glad to hear any comments that you care to make at. this time. 


STATEMENT OF DR. LEE D. CADY, MANAGER, VETERANS’ 
ADMINISTRATION HOSPITAL, HOUSTON, TEX. 


Dr. Capy... Thank you, Madam Chairman. ~ 
May I be seated ? 
Dr. Capy. Madam Chairman, honorable members of the committee ; 
I would like to preface my remarks,by,stating that the matters to 
which I speak today are a joint concern, or I think should. be equally 
of joint concern to the Congress, the Veterans’ Administration and the 
Bureau of the Budget. ° 
The problems that I am about to speak about have arisen through 
administrative changes, changes of situation, advancement of hos- 
pital administration, and numerous other causes. _ | 
I am, of course, in a position of where I_look toward a roof from 
below. I can only see where the holes are where the sun shines througli 
as defects. 
I cannot speak of all the problems that are:involved in this situation 
from my own central office nor can I express opinions for the Bureau 
of the Budget or of your honorable committee. . 
Nevertheless, it is my belief that it is a joint responsibility that you 
have in bringing about a more economical care, a more efficient care 
and a better medical care. The last is not the least. 
Pt not propose to go through all my notes because you have copies 
of them. 
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PERSONAL IMPRESSIONS : VA HosprraL Economy * 


Lee D. Cady, M.D., Manager * 


I. DEFINITIONS 


1. (a) “Veterans” designates those who served in our wartime military forces 
with discharges “other than dishonorable.” 

(b) “Hospital” means a place where people with abnormal manifestations 
and/or derangements of mind and body, or their functions, are examined and 
treated medically in the broadest sense of the word. 

(c) “Economy” is the management of the maintenance, productiveness, and 
monetary affairs of a hospital. Our definition excludes connotations of appro- 
priateness or thriftiness, for an “economy” is not necessarily economical. 


Il. THE VETERANS’ ADMINISTRATION 


2. The Veterans’ Administration operates within the provisions of Public Law 
85-56 for three Departments: Veterans Benefits, Insurance, and a Department 
of Medicine and Surgery. It is a corporate creature which performs many of its 
functions permissively, ie., regulations set up by its Administrator may go as 
far as the limits of the VA’s laws or other nonconflicting Federal laws; and, 
therefore, his regulations have effect as law. He may desire to alter some VA 
personnel, procedure or practice but he cannot if his proposed regulation is in 
conflict with the Personnel Classification Act, or one of the regulations set up 
under it by the Civil Service Commissioner unless he can get an exemption or 
exception to the prevailing civil service regulation. This situation also applies 
in the cases of the Bureau of the Budget, the General Accountng Office, the 
General Services Administration, and others in the executive branch of the 
Government. 


Il. DEPARTMENT OF MEDICINE AND SURGERY 


3. The Chief Medical Director has responsibility for operating a complete 
medical service for hospitals, out-patient clinics, research, and education. In 
commerce the hospitals and clinics would be called a chain. His authority is 
less complete than his responsibility, although much better delineated since the 
Booz, Allen, Hamilton Co. survey, 1954. Supply, personnel, fiscal, engineering, 
and a controller are all now services under the mantle of his department, but 
“administration” pressures for mandatory nonmedical procedural perfection, 
budgetary limitations, or directions from other sources impair advantages which 
could arise if he could have more autonomy in his own administrative affairs 
which support medical functions. 

4. The Chief Medical Director’s departmental budget seems to be made up on 
the basis of what he wants, thinks he can get, is told he should request, the 
Bureau of the Budget approves, and what Congress appropriates after hearings. 
Then, finally, what the Bureau of the Budget releases is about all he may reason- 
ably expect. Good administration for maintenance and improved medical care 
can go astray anywhere along this uneven pathway unless there is a determined 
continuity of design and effort. 

5. The Administrator carries out the President’s policies and he formulates 
his own, too. His central office impress policies by manuals and various man- 
datory directives for field station budgetary operations. The principles of the 
budget are simple but many details are kept isolated in the confusion of a very 
necessary fiscal lingo. An example, anyone who really needs to know the writer’s 
“cost center area of expenditure” would recognize No. 8431.10. A subaccount 
“Object classification number” for salary of a full-time physician is .0181 and 
part-time physician is .0182. It becomes more intelligible when 8 means medical ; 
4, hospital; 3 means general medical and surgical; and 1 is administrative. 


1By request of chairman, Hon. Olin BE. Teague, Member of Congress, Committee on 
Veterans’ Affairs. 
2VA Hospital, Houston, Tex. 
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Also, No. 8432 indicates “care of patients.” Any continuation of the number 
to the right of the decimal denotes a department or activity. At a hospital these 
numerals have personalization, but at higher offices they become depersonalized 
to the people handling them so they represent little in flesh and blood. Using 
these budgeting number tools promotes solvency but dces not really guarantee 
anything, wise or practical planning, or even foretell an economical economy. 
It is the wise use of simple budgeting principles which is important, for the 
budget itself has no more operative commonsense than an electronic “brain.” 
Some budgeting practices frustrate laudable aims by traditional distribution 
and progressive centralization controls of money allocations. That is not the 
fault of the budget, but of the budget design or planned operational objectives. 


IV. THE HOSPITAL 


6. Assume, as in the physical world, that energy, represented by dollars, put 
into a hospital for patient care cannot be destroyed.. Each cent can be carefully 
accounted for in the hosiptal’s economy and expended for materiel or personnel. 
When a cent goes into a spoonful of cooked beans, a hypodermic needle, or 
into a salary check, the paper trail of energy credit then becomes as completely 
obscured as when a drop each of black, red, green, and blue ink are put in a 
glassful of water. Fiscal accountants redesignate these situations of accounting 
under word symbols for results or production, like “per diem” as the average 
cost of a day of patient care. In a factory, after plant depreciation, taxes, 
and all identifiable charges, it may be a “unit production cost”; such as, cost 
of an automobile, f.o.b. factory loading dock. No one has been clever enough 
to do this for each patient discharged from the hospital without silly solemnity. 
There is no markup for profit on the discharged patient; for no patients have 
been quite uniform in their personalities, behavior, or bodily requirements, and 
their “factory rebuilding” is not uniformly responsive to doctors’ applications 
of sciences or the ministrations of the healing art. It is really unethical for a 
doctor or a hospital to promise results as the factory gives warranty. 

7. The practice of summarizing the thousand and one merged accounting trails 
in a patient’s “per diem” must have distinguishing labels of medical, surgical, 
tuberculosis, psychiatric, and neurological; or even differentiate the mother’s 
bed from the baby’s bassinet. While “per diem” may be the sum of accounting 
to the third or fourth place from the decimal of the dollar, its meaning can be 
used deceptively. The hospital administrator wants to know if the “per diem” 
is Federal, State, municipal; general or special; number and proportion of 
kinds of beds, free, part-pay, or full-charge beds; private or proprietary; non- 
profit or profit; tax supported, endowed, or fund raising; percentage of bed 
occupancy ; patient turnover rates; teaching,’ affiliated teaching * and research,’ 
or not; approved or accredited ; and the patient death and even necropsy rates.’ 
If the hospital expert has a report containing such information, he can estimate 
the administrative health of the hospital, but he still cannot really guarantee 
these quantitations are formula for the quality of service. The administration 
can be methodistically neat, bureaucratically perfect, but the professional serv- 
ice may be accomplished poorly; that is, if the method (how) becomes so unduly 
important that it causes the mission (what) to lose emphasis. 

8. Maybe one should not blame an administrative bureaucracy because it re- 
mains too insensitive to realize when and how its own methodistic mandatory 
procedures antagonize its own medical treatment of patients. The VA hospital 
dietitian operates on a station’s budget and a central office standard ration pat- 
tern, based on quantities of food, a basic ration allowance, all tied to that average 
daily patient load. This is a statistical sick man’s food allowance of 5.600 pounds 


% Our hospital staff has the high necropsy consent rate which denotes its professional 
curiosity and intellectual honesty. ‘This relatively expensive habit costs us at least 
$25,000 more than being mediocre. We have to protect our beds so we examine, X-ray, 
and do laboratory tests to see if applicants are really sick enough to be admitted. Con- 
versely, the 40 percent we reject thereby cost us $40,000. Then, instead of permitting 
all patients to remain in the hospital for full convalescence and convenience, we use leave 
of absence and CBOC (completion of bed occupancy care), a few followup visits, which 
makes each bed (and its per diem) serve three patients on the average. This costs us 
about $50,000. Teaching costs about pay for themselves in services recovered. These 
are low estimates, and so is $23,000 administrative costs for our research. More than 
$138,000 is charged to our per diem. Less energetic VA hospitals do not have “to absorb” 
so much of this sort of overhead. 


| 
3 
be 


HOSPITAL PROGRAM OF THE VA 


per day. Without doubt this is a convenience for some other administrative serv- 
ices, but there are some objections to such a dietary prescription. Perhaps overly 
simplified, the hospital’s basic ration allowance gets reported, if not actually 
served, by two formulas. The psychotic (locked ward) patient’s diet is the basic 
allowance. Paraplegic and TB patients are allowed 30 percent more milk, cheese, 
eggs, and meat. The dietitian, at least, knows she cannot stuff that extra 30 
percent poundage of food into the temperamental and finicky TB patient or the 
paraplegic. She may do it costwise by putting more concentrated and costly foods 
on his menu. Nonpsychotic psychiatric patients—medical, surgical, and neuro- 
logical patients—are allowed 10 percent more of all categories of food. Now, 
any psychiatrist knows the recovering psychotic’s environmental treatment will 
be better if he can go about unescorted and with unimpaired personal dignity to 
the main dining room as soon as he can assume that much responsibility. Diet- 
‘wise he becomes, without seeing any change in his own appetite, privileged to eat 
asa G.M.&S. patient. He is still accounted for as a locked ward patient, whereas 
it is really another man who is locked up. No manager has the crust to challenge 
the patient by withholding 10 percent of his cafeteria serving line food, or other- 
wise discriminate against his dignity and recovery by publicly tagging him as a 
recovering psychotic. The deficit is absorbed, most likely, by other patents’ 
rations. 

9. This dietary sacred cow has become more important than the man. Whether 
he learned significant dietary habits in North, South, East, or West, the dietitian 
gets rated on how well she conforms by putting the right poundage rather than 
the right kinds of food on his tray. This mandatory hobble has an element of the 
same hidden extravagant thinking as the ADPL does for the manager; i.e., it is 
unimportant how much of the food the patient does not eat, but sends to the 


garbage. 

10. When VA Hospital A has a per diem of $22 and B boasts of $17, what other 
proof is necessary to determine which is the better? Someone in VA Central 
Office assigns, along with the primary fund allocation, a quota, “average daily 
patient load”, for the fiscal year, which is virtually assigning the per diem. Both 
hospitals can handle quite similar patients. A has a monthly turnover of 100 
percent, or 12.16 patients use each of the $8.030 beds at $660.36 per average 
patient; and Hospital B’s $6,205 bed may have a 90 percent turnover, 10.96 
patients per bed, per year, for $566.15 each. Hospital A keeps patients 30 days 
and B for 33.3 days. Which, then, really represents efficiency—A’s 3.33 days 
quicker turnover or B’s $154.21 lesser cost per patient? When B becomes more 
deliberate with an 80 percent turnover, 37.5 days, at $637.50, then which more 
likely represents better quality of medical care of patients? A proper economy 
will have both efficiency and quality of medical care; but remember, they are not 
the same thing at all. 

11. When VA hospitals get funds on the basis of keeping beds occupied inherent 
in the ADPL method, what prevents convenient slowing of turnover if handling 
only 80 patients a month for a $17 per diem is regarded as satisfactory? When- 
ever pressure for admission lessens, it is then convenient to hold patients a few 
days longer (4.2 days) to keep up to the ADPL, especially if money will be with- 
drawn when ADPL goes down. The turnover rate then goes down and the total 
cost per patient is increased on the same per diem. Table 1 shows the relation-. 
ship of a fixed number of patients with the same turnover rate and cost with 
different per diem allowances : 


TABLE I 


[360-day year for convenience] 


Monthly Variable Monthly Total cost 
G.M. & §. average daily patient load turnover per diem total cost per patient 
(percent) 
100 $26 $378, 300 $780 
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Table II shows the relationships of the same average daily patient load and 
per diem with variable monthly turnover rates : 


TaBLe II 
[360-day year for convenience] 
Average Monthly Difference 
Per diem daily - T/O Patients Length of | Per patient per 
potent (percent) discharged stay total cost patient 
485 120 582 25.0 $650. 00 $130. 72 80(= } 
485 110 533 27.2 707. 20 - 
485 100 485 30.0 780. 00 
485 90 437 33.3 865. 80 ort: } 
485 80 388 37.5 975. 00 1 00 


12, It is easy to understand an assigned ADPL and a primary fund allocation 
(the annual budget) results in an auual per diem: 


(PFA) 
(ADPL) X365 


_ Why are these figures a straitjacket on a manager’s operational efficiency? 
It costs money to admit each patient, work him up clinically for a diagnosis, 
treatment, convalescence, for a variable followup period of care, and then for 
a maximum benefit of hospital care discharge. A civil hospital director makes 
a “profit” by faster turnover, for his “sales” and services markup is paid by the 
patient. The VA hospital manager who acts as unwisely as when I permitted 
an ADPL of 1,001 instead of the assigned 963, may deserve the same “reward” 
the next fiscal year (1956), a cut on the basis of “experience” (or because it 
seems customary to penalize efficiency). Never since has there been any sign 
that efficiency “experience” is anything but all bad, for the hospital does not live 
it down in whatever the central office formula may be. 

13. Also, there are other costs for which a hospital may get short-changed, 
‘and be expected to absorb—a hateful word—within the hospital’s overall allot- 
ment. When an affiliated (teaching) G.M. & S. hospital is supposed to handle 
psychiatric and neurological patients on the same per diem of a large, poorly 
staffed psychiatric hospital, it is not only unrealistic but is practically a delib- 
erate fraud because no remission from decently good psychiatric care and turn- 
over is authorized in connection with an unrealistic allowance. 

14. About 6 years ago we offered to open a 40-bed rehabilitation ward, but 
were told it might be an “intermediate patient ward with $11 per diem.” The 
patients would come from other hospitals which would further impede our own 
turnover, After we were certain we would not get an additional $7 or $8 per 
diem to prevent having second-class rated patients in a first-class hospital, I 
managed to stop that proposal. 

15. This psychiatric short changing was pointed out elsewhere by letter, the 
location of this corpus delicti, but no one has exhumed it for inquest on who kills 

-Cock Robin. It is quite simple: the large psychiatric hospital’s manager does 
the obvious with his per diem and concentrates his professional staff into his 
intensive care, disturbed, and rehabilitation services or sections. The continued 
or continuous care service comprising the long-cime quiet patients, sometimes 
backward patients, are low-cost care, and some may even earn their keep by 
therapy jobs they need to keep them stable. Thus, such a per diem of $10 for 
2,000 patients will be distributed as $16 to $18 to where it does the most good, 
deceptively. Anyway, a cynical distribution of a “generous” $12 to the small 
acute service, with a rapid turnover, in an affiliated general hospital that must 
expend $18 to $20 care on the patients should receive no one who should know 
what is being done. 

16. When our new women’s psychiatric ward was opened with only $12 per 
diem allowed, and the fill-up period’s predictable costs well around $30, and 
then settled down to $20 plus (and when the entire psychiatric service was al- 
ready costing $18.25) the manager hag to figure his angles. Also, “absorb” 
becomes completely odious, when he learns the doubly afflicted patients of his 
two new TB-—NP wards are to be handled on a psychiatric per diem. These 
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‘patients are now. given a separate line in the VA budget forecast form,.dated 
December 1959). He protests in vain, his ordinary TB patients are allotted $5 
or $6 more than that. The only way he can break even that year is to take it 
out on patients, and from the hides ef other operating services. He gets rid of 
as many as he can of these patients—something of a story in their own right— 
then he moves an excess number of beds into one ward and closes the other. 
He reassigns the personnel of the $35,000 to $40,000 nursing unit rendered 
“excess” to alleviate the existing stretchout in other places carrying higher 
occupancy rates (to keep up that ADPL). This is defensive efficiency which 
hurts quality: An example of good administration efficiency, but poorer patient 
care. 

17. A glance at the comparative graphs in table III will show the emerging 
message of the last decade: the acute psychiatric and neurological services in 
the G.M. & 8. hospitals have quicker turnover, more productive rates. That can 
happen only when they are reasonably well staffed with about 50 percent of their 
per diem allowance added by “stealing” if necessary, from other places in the 
hospital. 

18. Understand, if spending more for staff gets more psychiatric patients ad- 
mitted earlier, treated better, discharged sooner, by what might be called 
cuckoo financing, it is very plain that more should be done for the special 
psychiatric hospitals. Are these special hospitals warehousing or just semi- 
warehousing patients? A presidential address of the American Psychiatric 
Association a few years ago characterized such institutions as bankrupt and 
obsolete. They could still be built, but the country could not staff such anach- 
ronistic asylums. Congress is still letting someone build more of them for 
the VA. If we are buying the wrong hospital, that, too, is “cuckoo” financing. 
19. I use this “cuckoo” analogy without the slightest intention to harm pa- 
tients, for I am not writing just now about patients. The cuckoo, or cow bird, 
contributes her progeny to the world by secretly depositing one of her eggs in a 
stranger’s clutch. The conventionally motivated nest owner hatches all the 
eggs, but with tragedy for her own little ones. The little cuckoo bird outgrows 
the others, and gets additional allotments of food by reducing competition. It 
murderously crowds the other smaller birds over the edge of the nest to die of 
exposure, starvation, or predators. Our psychiatric patients in the affiliated 
general hospitals of medical centers are thereby the “cuckoo” financing method, 
but they show how it pays to invest more money in better handling of this seg- 
ment of the country’s health and manpower drains from the general ecouomy. 
This knowledge should not be suppressed because there is something cuckoo 
about its origin. Forgiveness will come quicker with the proper use rather than 
the abuse. 

20. A hospital staffed for quality and resiliency can be expected to work up 
the patient earlier to get a quicker turnover, but the VA system is not really 
being geared by such fiscal thinking. The corpus delicti in this case is just as 
identifiable as it was in the above defensive maneuver. Our repeated challenge 
has been : With the same money, untrammeled by redtape and other interferences, 
we can take care of more of the same patients, with fewer beds operating. No, 
it is not so silly, either, This time we would do it by deliberation, not by 
compulsion. 

21. Our hospital’s general surgical service of 280 beds is as large as a small 
VA G.M. & S. hospital. Fiscal year 1959 started with a larger complement of 
surgeons. During 4 months they turned over almost 400 more patients than the 
year before and had used up the surgical waiting list. Their turnover went up 
from previous 120 to 130 to 145 and 150 percent. But we were soon sorrowing 
from Administrative Peter to support Surgeon Paul, and were about $30,000 in 
the red. This would have been profitable in any civil hospital across the street 
because of “markup profits” possible there, but it was a “loss” for us. We got 
into trouble proving this same efficiency for a service in the hospital, unwisely 
and impractically, just as we did in fiscal year 1956 when the whole hospital 
presented 13,900 “free” patient relief days to the taxpayer. Both showed, by a 
faster turnover the same number of beds serve more patients for less money, each 
patient. 

22. The three elements in this consideration work reciprocally. The total 
money allotted to the hospital is analogous to a specified gallonage of water in 
an elevated tank. The ADPL is the outlet pipe in the bottom of the tank; ie, a 
pipe of a certain diameter, and it is rigid. The per diem is the pressure (the 
weight of the column) of the water to escape, and we know that the higher the 
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level of water in the tank, the greater the pressure. We are discussing recipro- 
eally acting factors: resistance, rate of flow, and pressure of stored energy. 
Anyone knows, if we will lessen the resistance by enlarging the outlet pipe, the 
same pressure pushes more water through the enlarged pipe. Also, if the pipe 
(ADPL) remains the same, we get the same water (number of patients) through 
quicker when we increase the pressure (finance better turnover). Then, if we 
keep the new rate of flow (increased per diem), at which our stored energy runs 
out against our imposed greater resistance (cut down of ADPL and beds) but 
continue spending at the same rate, we come to where we can take care of more 
patients, with fewer beds (but which cost more to operate by the day) but the 
total cost per patient is reduced. 

23. One of our highest officials had it explained this way: 

(a) The increased turnover of the surgical service had eliminated the 
waiting list and had about half a wardful, or half a nursing unit of empty 
beds. If the service continued to operate as well, a whole ward equivalent 
would soon be empty. 

(b) The surgical service had 7 wards of 40 beds, and a surgical recovery 
ward used often for nursing economy as intensive care beds. A busy sur- 
gical ward will have a nursing personnel cost around $40,000 to $45,000 per 
year, and still not have much resiliency. 

(c) The surgical staff showed it could speed up without undue strain, so 
why could not we have slowed down admissions, reassigned patients until 
a whole ward was empty and closed it? This would have enabled us to have 
avoided feeding, bedding, laundering, etc., for 40 patients. We could have 
reassigned the closed ward nursing personnel to help the remaining six 
wards work off any new waiting list. That would have been taking care 
of the same number of patients with fewer beds, with the same amount of 
money. The surgical per diem would have been higher, but the cost per 
patient would have been less. How much further could we go with more 
money? 

24. There is no law against having all the personnel required for the highest 
efficiency and best quality of service in a VA hospital; simply, there has never 
been a law, or thinking, really for that purpose. When we can acquire this 
service tool, diminish all the possible frustrations to service‘ and adjust ad- 
ministrative bottlenecks to more nearly what happens every day in the best 
civilian hospital, we will take care of more patients with fewer beds. A service 
can handle more patients on the same money with fewer beds if it can have intra- 
mural preference, and the hospital’s ADPL kept up by other slower services, 
which part should be really regarded as administrative sin. 

25. A whole hospital can do this, too, but not presently as administrative sin- 
fulness in the VA, but as downright foolishness. Let some manager try it now, 
but when he gets socked by withdrawal of ADPL funds, his playhouse is wrecked, 
and no one will have learned anything useful. If the Congress, the Bureau of 
the Budget, and the VA could only agree to push these principles by authorized 
demonstrations, the future total increase of VA beds could be staved off, and 
even several hospitals might be closed. Already, the present authorized limit 
of 125,000 beds are, perhaps, several thousands too many, by reason of “cuckoo 
financing” in the wrong places. . 


CURRENT READING SUGGESTIONS 


Goshen, Charles E,: “What to Consider in Planning a Psychiatric Service,” 
the Modern Hospital, volume 93, No. 5, November 1959, pages 81-83. 


*The ethics of a professional hospital administrator are as real as a practicing physi- 
cian’s: Both heal as soon as pessible without prolongation of illness, and both try to avert 
eb ges ogy illness. Grassly, this means, among other things, no featherbedding, kick- 

cks, ete. Administrative overhead costs have analogous d fference from healt costs, 
both necessary evils to be reduced or prevented when reasonably possible. Any bureau- 
cratic procedure which seems to inhibit efficiency or suspect of featherbedding should be 
well scrutinized. The new D.M. & S. evaluation summary for hospitals is being used that 
way to coerce managers to expend more on administrative employees to get them higher 
central office ratings. The only place to mine gold for that purpose is presently in the 
rofessional services which are giving personal care to the patients. Curiously, admin- 
stration may be performed well, but a “low satisfactory,” undermanned administrative 
division, they say, cannot possibly be performing “qualitatively” in a “satisfactorily”, 
“High satisfactory” or “outstanding” manner. This is hard to explain satisfactorily to 
the bruised stepchild administrative divisions, whom we pridefully recognize at home 
for doing what the record show, a mighty fine job. 
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PERSONAL IMPRESSIONS: SAMPLING SuRvEY oF VA PsycuratTric Hosprrazs* 


Lee D. Cady, M.D? 
I. INTRODUCTION 


1. We have already considered some of the administation budgetary policy 
handicaps which obscure and perpetuate inefficiencies in the general hospitals 
of the VA. The average daily patient load, the “experience” factor misuse, in 
the calculation of incomparable hospital per diems, and the doubletalk about 
length of patient stay and care of long-term patients seems to be the most 
obvious causes. But these causes are really results. Apparently no one within 
the several Federal bureaucracies has been successful in seeing the kinds of 
trees which make up the forest; because he usually wants to log off economies 
by budget cuts rather than by a wise administrative and professional arbor- 
culture to produce the economies. 

2. The special psychiatric hospitals are under attack; and deservedly so, 
they are too often warehousing patients. What we have observed in the acute 
treatment services in general hospitals shows many of them are certainly not 
doing their professional job and turning patient loads over as well as they 
should. The VA and Bureau of the Budget have seemingly been content to 
ignore the qualitative differences and the causes for such lagging in improve- 
ment of psychiatric care. They, too, seemingly want to treat symptoms— 
results—rather than causes; and little change can occur unless it occurs among 
the policymakers. 


Il, THE VA PSYCHIATRIC HOSPITAL SYSTEM 


3. VA psychiatric care has these mechanisms: 

(a) Outpatient care for service-connected patients in mental health clinics 
and on fee basis care by private practitioners. 

(b) Hospital care of both service-connected and non-service-connected 
patients in VA, and in Federal and State private hospitals, details are not 
significant here. 


4. About 52 percent of VA beds are used by psychiatric patients. There are 
39 special psychiatric hospitals, and most of them in the past have been located 
more for political reasons than by any enlightened psychiatric considerations. 
However, the last hospitals being constructed nearer medical centers suffer 
more from lack of firm psychiatric convictions than from political expediency, 
because we are going through an era of unprecendented, almost explosive develop- 
ments in general research experimentations which too few psychiatrists have 
been able to comprehend sociologically. The psychiatrists are in a better pre- 
dictive position than most others, but they are seemingly still engaged in 
identifying the Moses to lead them out of their wilderness. The sociologists, 
economists, and politicians know something is about due to happen, but so 
far as I know, Federal bureaucracies involved are reluctantly or perhaps re- 
sentfully opposing being changed. I am aware there is only a 5-year sampling 
research by meticulous evaluation in selected hospitals. 

5. There are 15 years of experiences recorded which might in 5 weeks, say, 
reveal directional signs for the future if we are willing to do our survey by 
the “dirty” way. 


1 Requested by Hon. Olin B. Teague, Member of Congress, chairman, Committee on 
Veterans Affairs, House of Representatives, 
2 Manager, VA hospital, Houston, Tex. 
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Til. THE SAMPLE ANALYSIS 


6. We may assume here that affiliated general hospitals have shown that 
better staffed services can by early treatment produce quicker returns to society 
and are better for the patient, and such is possible. The various statistical 
tables of the special psychiatric hospitals may reveal trends in these directions 
in some and not in others. If such be so for some hospitals, then we may look 
for known controllable factors which may be installed where desirable, or 
eliminated. Let us do only very gross-sampling among these 39 hospitals. 

7. Figure 1 is the graphic curve of the hospitals’ per diem rates, from the 
lowest to the highest (VA Field Station Summary, D.M. & S., pt. IiI, June 1959). 

8. Figure 2 is a similar arrangement of data on a calculated cost of the average 
patient’s care when he left the hospital by discharge, transfer or death, figured 
by the formula of today: Per diem times 365 times ADPL equals patient dis- 
positions. Some of these average disposition costs may be astounding. 

9. Figure 3 is a curve made up by plotting the lowest to the highest ADPL; 
i.e., the size of the hospital. 

10. If we mechanically superimpose these curves, there is little to see except 
that the shapes of the per diem curve 1 and the individual patient cost, curve 2, 
are similar. There seems to be a steeper rise about midway in both. Even curve 
3, the size of hospital, has a similar shape. When superimposed, these curves 
show hospital positions on the horizontal coordinates which vary widely in their 
curve locations. 

11. However, superimpose curve 2 turned backward, left to right, on curve 1. 
This time they both intersect each other near their respective midportions. The 
names of the hospitals then definitely tend to fall into the right half of the curves 
as superimposed. This brings out a trend: The hospitals with the higher per 
diem rates also tend to have the lower rates of cost per patient disposition ; 
i.e., approximately 7 out of 10. This seems highly significant, but those 3 of 10 
exceptions may not be ignored, for a below average per diem associated with a 
below average cost per patient disposition could be an intriguing coincidence. 

12. When we look at these higher 19 hospitals in table 1 to see the ratio of 
professional personnel (neurologists, psychiatrists, psychologists, and social 
workers) to the patient census, we see another trend, that the greater the ratio 
of professional personnel to patients, the lower is the cost per patient. This 
means a quicker turnover regardless of higher positions on the per diem graph. 
These 19 “more productive” hospitals do not divide themselves by size, so we may 
say they all have some common facility or staff motivation which causes this 
groupment. 


I 
Calcu- 
Rank Per Num- Profes- | Profes- lated 
(high Name Affilia-| diem | Rank | beron|ADPL| sional sional cost of 
tion | lowto| W/L | W/L per- ratio to | patient 
low) high, sonnel! | patients | disposi- 
1 tion 
Om: Bo | ae inal 34 3 16 766 19 1:40,3 | $1, 653. 67 
Perry Point, Md__---- (®) 31 25 1, 538 40 1:38.5 | 2, 535. 21 
3 | Tuskegee, Ala__......- 3 29 14 102 1,817 24 1:75 2, 794. 08 
4 | Sepulveda, Calif_....._ 2) 38 26 351 1 35 1:25 2, 957. 30 
32 29 467 985 39 1:25.5 2, 998. 84 
6 | Topeka, Kans__-_--_-_-- 2) 39 30 495 943 43 1:21.9 | 3,263.04 
7 | Northampton, Mass.-- 3 4 8 63 | 1,069 20 1:53.5 | 3,604.71 
8 | Roanoke, Va___...--.- ll ll 67 | 1,856 28 1:66 3, 686. 01 
9 | Tuscaloosa, Ala........}......-- 20 15 104 921 16 1:57.5 | 3, 892.87 
16 | Murfreesboro, Tenn. --_}_.._-.-- 1 19 137 | 1,203 21 1:57 4, 208. 84 
11 | Salisbury, (@) 33 9 65 20 | 1:46.5| 4,216.40 
7 24 239 | 1,953 33 1:59 4, 218. 77 
13 | Gulfport, Miss_......_- 30 17 110 22 1:39.5 | 4,720.80 
14 | North Little Rock, 
12 40 | 1,982 32 1:62 4, 939, 84 
15 | Jefferson Barracks, 
(@) 37 28 422 764 21 1:36.5 | 4,974.05 
16 |} Danville, Ml. _.._-.----}....-... 10 5 35 1, 642 21 1:78 5, 989. 25 
17 | Los Angeles, Calif. ___. () 19 37 992 1, 973 36 1:54.8 | 6,461.45 
18 | Fort Meade, 8, Dak-_._|_-..._.. 21 41-2 3 693 9 1:77 6, 727.51 
19 | Brockton, Mass- - _---- () 35 16 105 978 37 1:26.5 | 6,969.75 


1 neurologists, and social work service. 
2 Affiliation with residency. 
— without residency. 


Source: VA Field Station Summary, D.M. & S., pt. III, June 1959. 
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13. One may suspect that the hospitals with the highest proportion of psychi- 
atrists should have the best turnover rates, but there are exceptions which 
arouse suspicion that social workers could account for this. But we do not 
expect social workers to cure patients. However, they could be demonstrating 
their worth, maybe, because the phychiatrist is bogged down and does not have 
time somehow to get the patient out of the hospital as soon as he becomes ready. 
Or, could there be a manager or director, professional services, who knows how 
to extend the effectivity of the staff psychiatrists and psychologists by effectual 
use of the social worker? Conversely, that would mean, perhaps, the less: 
sophisticated managers, or directors of professional services, are retaining 
patients longer than good for them or the taxpayer. 

14. Hospitals tend to take on characteristics of their managers, but do the 
exceptions to these trends in this group of hospitals show this, too? Do these 
hospitals have a more aggressive management, or is there a greater or lesser 
emphasis on the psychoanalytic therapy? Since something unexpected was 
noticed regarding social workers, should we look for other ancillary rehabilita- 
tion staffing, too? Is there also associated a greater or lesser dynamic therapy 
aid in the form of any of the six rehabilitation therapies? 

15. Another characteristic, is the manager and staff concerned about the 
community needs or the pressures for admission? Or, what does the waiting 
list look like inside and out? Do the manager and his staff exert significant 
counter pressures to get acceptable maximum hospital benefit patients out of the 
hospitals and back into the gainful community, the home, foster home or nursing 
home? 

16. Figure 4 shows the waiting list. 

17. This does not show much for our “first half” hospitals. The “best” 
fourth have from 16 to 495 on the waiting list and there is no significant differ- 
ences between, under or over 1,000 ADPL, The same is true of the second “best” 
10 with one exception. Los Angeles has 992, third highest waiting list in the 
entire VA. Only five of the “best fourth” hospitals ranked in the waiting list 
lower half, and seyen of the “second best 10” were in the lower half on the 
waiting list curve which is not very bad, at the worst, 173 or less. 

18. Affiliation with teaching centers should imply a better quality of care.. 
There are 18 residency and 6 nonresidency affiliations; i.e., 75 percent have 
residency training. Six of these are in the “best” group and four in the “second 
best 10” group. Also, three of the nonresidency affiliations are in this “second 
best 10” group; 70 percent of this group affiliated. It would appear this lower 
half per patient cost hospitals have more affiliation attractions regardless of 
their contiguity distances with medical centers. Obviously, location does not 
have everything to do with affiliations, so “manager” initiative may be the 
strongest motivating force for acquisition of the better degrees of professional 
care. Moreover, we dare not jump to conclusjon that patient rate of disposition 
automatically accelerates in direct proportion with the rate of improved quality 
of professional treatment. 
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IV. DISCUSSION 


19. Who are these 39 managers, and how obviously do their hospitals reflect 
their professional and administrative personalities? If there is some incongruity, 
such as a highly motivated manager with a sluggish hospital, or is he in some 
sort of a budgetary trap? What can be done to improve the managers? Will 
it be by greater centralization and closer supervision by the central or area 
medical directors? If so, by how much experienced and proven competency? The 
D.M. & 8. Central Office has given management little recognition as a professional 
medical specialty. There are very few indeed who are members of the American 
College of Hospital Administrators, and VA fellows are almost as rare as dodo 
birds. The college has been right in not giving grandfather membership status 
even to VA hospital managers, for a splendid compliance with VA’s mandatory 
manuals, circulars and regulations is not real administrative development or 
training except by rote. This experience does not encourage the development 
of true professionalism. VA hospital management’s professional administrative 
interest and curiosity about what goes on where most advancements are really 
made is a sad commentary if we judge by membership and attendance at local 
hospital councils, State associations, and the American Hospital Association 
conventions, seminars, workshops, etc. The roster of the American College of 
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Hospital Administrators has a slightly encouraging number of nominees, mem- 
bers and fellows from hospitals, but the supervisory area and central office mem- 
bership is practically not represented. This is better in the various professional 
associations, but those bodies have never really required administrative training 
or have little interest in it. 

20. I may be qualified to speak from both sides of my mouth. I attained 
certification by a medical specialty board and was in private practice long 
enough to begin to suspect how little insight we intensely educated, long-trained, 
possessors 0 fthe degree of doctor of medicine had of our own ignorance in 
many matters of civics, sociology and economics, or that we were not really 
universal experts. Nevertheless, I will still support the requirement that our 
VA psychiatric hospitals must still be managed by a psychiatrist. Frem the 
other side of my professional administrative mind and mouth I demand which 
psychiatrist, and is he also qualified as a really good hospital administrator? 
Even doctors will often admit freely that being a fine medical specialist, re- 
searcher or teacher does not mean they are more than merely irritable adminis- 
trative critics, for they often hate any enforced administrative duties for 
themselves. 


V. TENTATIVE CONCLUSIONS 


21. A sampling survey of the VA psychiatric hospitals elicits fairly good evi- 


dence that: 

(a) The better professionally staffed and supervised psychiatric hospital care 
is the more economical in money and custodial care of the patient. 

(b) There is a good possibility that better hospital administration and better 
hospital administrators are of more importance than better financial support of a 
hospital; i.e., a mediocre administrator will operate an expensive but mediocre 
hospital. 

(c) It is perhaps more than speculative that untrammeled remedial attention 
to simple deficienies which are obvious to professional hospital administrators 
can quickly improve the care qualitatively for a greater number of patients. 

(ad) There is as much need and justification in the DM&S for bringing in from 
without some research and education in medical professional administrative 
affairs as was done so beneficially in the biomedical sciences by the reorganiza- 
tion under Public Law 293, 79th Congress, 1946. 

1. From the table it is clear that variable 7 correlates best with variable 8 (the 
total cost), -7,8=29. ... 

The inclusion of other variables in a battery with 7 to predict 8 was attempted 
and no significant improvement in predictions resulted. Thus of the factors 
presented : 

Increased average total cost of patient care is weakly associated with the 
ratio of the average number of patients per professional person, i.e., the 
searcer the doctors the higher the average total cost of care). Now this would 
be expected if psychiatric hospitals are compared with general hospitals; and 
to be meaningful and useful hospitals of similar type must be compared 
rather than different types. 

2. The correlations can range from —1 to +1, for no correlation r=0, when a 
high score on X is associated with a low score on Y (and conversely) the r is 
negative; i.e., rey—=—frey——1. If # and y are perfectly correlated in an inverse 
order ; fzy=+1 if # and y are perfectly correlated in similar order. 1s, «=.9 shows 
a near perfect correlation between rank W/L and W/L as would be expected. 
s,4 would have been higher if all hospitals were included in this analysis and if 
the distribution of scores were “normalized,” by a mathematical transformation. 

3. Inspection of the table reveals that r2s:—=?7s.——.25. As per diem costs go 
up in this system of 19 hospitals average total patient cost goes down with a 
“force” of .25. 1ri.™.58, indicating that number of professional personnel and 
affiliation are fairly well correlated. 1.—.60 indicates that number of profes- 
sional personnel correlates with W/L. Large hospitals have a large W/L and 
in turn tend to have prestige affiliations. 

Y2,e—=.27 indicates that as number of professional personnel increase so do per 
diem costs. 

4. When you think about these associations and correlations they have real 
meaning. They also can serve to measure relative strengths of association for 
getting at “first things first.” 
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ideas may have been generated. 


TaBLeE.—VA hospital data 
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5. This may give you some idea of how correlation technique can be used in 
administrative research. I don’t think we’ve solved any problems here but a few 


Affil. Rank Rank W/L ADPL Prof. PTS T. Cost 
(0; 1/2) || P. Diem W/L ‘Pers. 1 Prat 
1 2 3 4 5 6 7 8 
1.0 
- 23 1.0 
- 28 1.0 
25 - 90 1.0 
35 87 -12 -17 1.0 
538 +27 69 - 60 33 1,0 
—. 24 —.72 —.55 —.40 -51 —.58 1.0 
—.02 —.25 —.07 -07 ° —.16 29 1.0 
1.2 23.8 17.1 21. 90 12.51 27.2 49.5 $425 


Norte.—The table presents average values and correlations of variables taken two at a time in all combina- 


| ; 
*g 
tions. 
ae 
d 
«4 
Ge 
— 
4 
pes 


HOSPITAL PROGRAM OF THE VA 


$480} 
pues you 
out | jo Jequin N leydsoH 
Il 40 410d01 
0} 
jou 
umouyun | -weduroo ONT | pee 
pue 
souvsnsuy snjejs 
Teorso, -Asdomou| -jqoAsd | | Agueze peng 
-OMON -OIMeN | Tepog 


‘way ‘uopsnoz 4 


; 
4 
ad 
AN 


856 HOSPITAL PROGRAM OF THE VA 


Dr. Capy. But the problems that concern us or me at the hospital 
level is subject to some sampling analysis. If we assume that a 
dollar in a hospital level er bs merged into the hospital’s economy 
just as we might say that several different colored drops of ink can be 
merged into one solution, the identity of that. dollar becomes pretty 
diverse. All of these factors that the dollar eventually gets into of 
hospital management are difficult to identify at any later period. So 
hospital administrators in and out of the Government have been trying 
to make a term like the per diem cost of hospital administration, per 
diem cost of hospital administration and per diem cost.of the patient, 
serve a great many purposes, but that must be qualified by many 
different adjectives. 

It is a working tool, but the hospital administrator wants to know 
what kind of a per diem is this, civil, Federal, State, profit, nonprofit, 
or just what? And it isimportant. 

or example, in our VA per diem is the cost of personal services or 
medical care to the patient. That is not true in a civil hospital. 

So, we have to know what the per diem is trying to represent and 
comparisons are difficult even in the VA becaiise no two of these 170- 
odd hospitals are exactly alike, either physically or in their function, 
necessarily, and cortnini not in the way they are staffed or in the 
performance of that staff. 

oe are many factors which showed the production of each one 
of them. . 

Mrs. Ker. Dr. Cady, excuse me just a minute. I am very happy to 
welcome the chairman of our full committee. : 

Dr. Capy. When we operate a hospital such as ours, a general 
hospital, affiliated with a medical college, it is taking care of just about 
everything I can imagine that.a VA Hospital does carry.. It is a 
teaching hospital, as well. -But we also have-pressures. Applicants 
want into our hospital. There are’ various categories of priorities. 
We have been turning away 40 to 45 percent of applicants simply 
because they are not sick enough in comparison with the ones that we 
do take who desire hospitalization. I mean by that they could get 
along with a private doctor or perhaps with a day or two of hospitail- 
ization and the ones we put on the waiting list, or the ones we hold 
over as “sleepers” to observe for a night to see that we are not making 
a mistake about them, those who are not admitted and those sleepers 
who are not retained are rejected. This costs money. And it is com- 
ing in on our per diem. We have to examine these applicants to see 
whether they are really sick or not when they come in. 

I have here a sample of December 1958. Every applicant that 
came was charted here. December was chosen because it is our lightest 
month. But it also would bring in those applicants who are probably 
the sickest. 

I will not bore you with these figures. They will be available for 
your records. But this function alone, determining whether these 
applicants should come into the hospital in that month cost us a charge 
of $2,370.50 as estimated by the VA’s own fee list for laboratory work 
alone that we would have paid somebody else if he had done it for us. 

In other words, it cost that much to us for laboratory services, not 
man-hours of consultants but just this one item. It cost that much 
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to keep these people out of our beds. It amounts to the same thing, 
to get them in or to keep them out. 

ast December 1959, this figure had risen to $3,420.50. There were 
for that month a total of 1,329 applicants. 

In the month of December 1956 there were 12,560 applicants. There 
was a slight raise in 1959. In other words, we do have the pressure. 
We are admitting only about 60 F pb op of those who apply. 

We must be doing pretty good work once we get them in because 
a leading citizen of what we call the valley down in McAllen, Tex. 
400 miles from us, told me at a meeting that we had what we call 
Operation Christmas—they very kindly brought us a truckload of 
fruits and vegetables, and it was a sort.of a public relations affair for 
themselves, and it was — a bit more than that for us, around 
30,000 pounds of these things that they brought up for our patients. 

Tt was a service organization, the VF'W is what it was. 

He said that, “We were trying to get a hospital located down in our 
area. We changed our mind.” He said, “We have decided that we 
could never get our little hospital staffed to give us the service that 
we know we are geting here.” 

He mentioned one of the patients. He said that he is just like a lot 
of others who have been here, and “We think now that we would rather 
have you serve us” even though the distance there is 400 miles by air 
ee “which is not very large to wait to get into a good hospital,” 

e said. 

So in spite of all this pressure and the way that we have to cate- 
= our patients, we are apparently doing pretty good work, at 
east as far as our veterans are concerned. 

Now, I told you that getting the right patient in the right bed was 
costing us these various sums. We estimated that it was about $40,000 
a year, maybe. 

Now, in order to make these beds serve the patient who gets in and 
the one who wants in we have to let them out on leave of absenee or, 
as we call it, completion of bed occupancy clinic. So that full con- 
valescence in the bed is neither desired nor is it practical. 

They are permitted to go out for convalescence and they come back 
for a day or two or whatever they need or they may come back only 
for a checkup. This is expensive, too, this clinic that we have. But 
it is a very good thing. Our doctors, who are really interested in the 
progress of the patient, can follow them longer, maybe up to 6 to 8 
months, if they know how to get through our redtape. But the 
— has to pay his own way back unless he is service connected. 

aybe that is all right. I have no opinions about that except that it 
does sometimes slow down the doctor who would like to do more. 

But this, of course, gets into some ideologies that I do not think that 
I want to have any influence in at the present time. But this CBOC, 
leave-of-absence followun, is a good thing for the patient and good 
thing for the Government, but it is still an expense to us which goes 
into this per diem or the patient who is actually oceupying the bed. 
So he is in fact our meal ticket, so to speak. 

One other item, and there are others, I am sure, but this one is im- 
portant because it costs enough to notice, is that our staff has medical 
curiosity. They doa lot of research: They want to know what hap- 
pens to the patients. They also want to know why they have not saved 
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these lives. Of course you and I know no matter how good we are, we 


eventually fail. Our hospital has a very high necropsy rate, running 
most of the time about 90 percent. This is purely voluntary and peo- 

le don’t give necropsy consent unless they like who is taking care of 

hem. They just don’t get around to it. And that is costing us for 
the necessary scientific and administrative workup of these protocols 
another $25,000 at least that other hospitals would not have or perha 
cannot get the personnel to do this sort of work for them. But the 
Armed Forces Institute of Pathology likes our reports, too. 

Now, we get into this average daily patient load. It is pretty much 
{he basis for which we get oir money. ‘That started as a good thing 
sometime ago. I remember it was during the time that Admira 
Boone was our Chief Medical Director, It really freed us from some 
budgetary management problems that we were glad to get rid of. 
But in essence this is a means of allotting money to a hospital to keep 
beds full. Intrinsically that might seem quite innocent. But when 
one begins to try to operate efficiently under pressure, as [ have indi- 
cated for you, and to start turning patients over, across the street in 
Texas Medical Center, our private hospitals like fast turnover. We 
like it, too, but it‘gets us into trouble. 

It was about 2 years ago that our surgical service performed a little 
experiment for us, By reason of having more residents, and the like, 
they were able to turn over about 150 more patients in 4 months than 
they had in previous years. It was not very long to where we were 
borrowing from one service to pay their bills because there are a num- 
ber of things that each patient must have, X-rays, laboratory, travel 

ay, et cetera, those that are entitled to it, All of this ran us about 

0,000 in the hole in those 3 months so we had to say “Surgeons, 
slow down.” 

Let me ilustrate a little bit what the average monthly turnover 
means for the same number of patients. Let’s just vary the per diem 
Chat Che manager may have. | 

Assume that we have a genera) medica)-surgica) hospital, 485 
patients, not beds—beds are a higher figure than that—with a monthly 
turnover of 100 percent for the $26 per diem. That would cost per 

atient turned out on the average $790. A $24 per diem would cost the 
vernment $720. A $22 per diem would cost in the same way $610 
per game on the average. ¢ 

It we would care to go on and verify another factor, keep the per 
diem the same, say $26, keep the number of patients you are caring 
for, our surgical service has been known to go up to 140 to 150 percent 
turnover per month. 

That depends a great deal on the type of patient they have, of course. 
It cannot persist, but it does ae oy 

So with 120 percent turnover this would decrease the cost per patient 
by $130 it turns out, or if it was 110 percent turnover, $72.80. But 
here is a sad thing when it begins to slow down the turnover. A turn- 
over of 90 percent would cost $85.8) more per patient; 80 percent 
would raise it to $190. 

So with this sort of variation in cost, with the rapidity with which 
patients can get through the hospital, it has its elements which worries 
the hospital administrator and I think should be of some concern to 


your committee as well asthe VA. 
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Budgeting is important and a certain amount of it certainly should 
be centralized because our central office is entitled to know what we are 
doing with our money, but we have what we run into as an experience 
factor. When we make up our budget we are instructed to use that. in 
our basic considerations. And my experience is perhaps the reason 
Tam here today. It is not always a pleasant experience. 

_And it has seemed, if you will remember what I said at the begin- 
ning, looking up toward the reof, rather.than above it, my experience 
has héein unpleasant because the experience follows me. I showed 
once when it was possible that I could add quite a large number of 


patients to our average daily patient load above the one allotted, and 
it seemed to me that that was the wrong thing to do. It has been for 
years because I had to confine myself to the pace I had set. 

There is another thing which is, I think, extremely important, that 
has emerged from some of these experiences, 

We were trying to expand our psychiatric service. It is smaller 
than a large psychiatric hospital and as we had expanded it we ran 
into a number of experiences which shows a very important subject 
not only with us-but withthe country as a whole. 

First I was rather surprised. We were trying to add a ward for 
rehabilitation and get some of our more difficult persons rehabilitated 
80 they cou)d go home but our central office people said, “We will give 
you $11 per diem for your 40-bed ward for intermediate type cases.” 
I think you have been interested in that, too. They would be trans- 
ferred in from other hospitals. 

One of our provieris at that time was to move on the patient who 
was “freezing” our beds to get him well enough to go someplace else. 
All we had to do was just relax a little bit and we had those patients 
rather than transferring them in. 

Furthermore, at that time our general per diem was around $18, 
as I remember, so with patients who needed a lot of nursing care, tied 
up a larger percentage of our nursing personnel than other patients, 
I could not see having this group of patients unless I could either treat 
them as first-class patients in our hospital by withdrawing funds else- 
where or just walling them off and treating them as second class. For- 
tunately, I did not have that problem to meet. But when we did 
expand in our psychiatric services, it was evident that for the expan- 
sion we were getting only about $12 per diem to take care of those 
patients. It so happened that we were actually spending $18 or more 
on the patients that we had. We, of course, reported that as not being 
equitable. 

Then there was another expansion when we had the TB-NP’s. These 
atients had the misfortune of having two diseases. They were 
udgeted or at least they allotted us the NP per diem for these patients. 

Well, the TB os whether he has psychiatric trouble or not, should 
cost more and they were giving us more for those patients. We pro- 
tested but it was not recognized until the next year. Now: I am happy 
to say that the TB-NP patient has a dine of its own in the budget form. 

We opened up a women’s psychiatric ward. We are happy to do 
these jobs. We want these patients there for what we can do 
for them and also for our teaching program and our residency 
program. 

On opening that ward, the same thing happened. 
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Now, to get through this a little bit more rapidly, we did fill up the 
ward which was costing us around $30 per diem at first because it was 
not*full. We pointed that out but we had to absorb that difference 
in cost and eventually, when we did get the ward full, it was still'cost- 
ing us around $20 or more per diem. ; 

ere is a set of graphs. he ones here that I am pointing to on the 
right are the general hospitals, with small psychiatric sections or 
services. The others are the special hospitals, purely i geared 
tric. I think at this distance even you can see if these black marks 
mean higher turnover, et cetera, that you can see this distance. 

Now, there are good reasons for a lot of this, and part of it is the 
thing that is emerging in the psychiatric world, that is, the better 
place to handle psychiatric patients is where you have advantages of 
more specialized personnel. We can get them in affiliated situations 
or in general hospitals. People like to come to a general hospital for 
psychiatric troubles, where they are better staffed anyhow. I think 
we can take that for granted. 

So this was emerging, and I was surprised, however, to learn 
later that the hospital managers—some at least, in general hosiptals— 
did not know the per diem that they were getting for their psychiatric 
patients. I had been fortunate, in a way, to place a finger on part of 
the source of my discomforts, budgetwise, by adding this piecemeal 
— expanding hospital. But they, other managers, don’t know 
what it is. 

I have no other way but to assume that this $12, which is pretty 
close to an average per diem for the special NP hospital, is being used 
for the per diem od thane patients in a general hospital. 

Well, now, whether that is appropriate or not is another thing. I 
have my complaints about it, of course. But here is the bright part 
of that picture. : 

The patients usually will get into the hospital sooner. They get 
served by more people who know how to take care of them, actually 
that work with them sooner, and they stay there a shorter period o 
time, except those we do not succeed with. 

But the success ratio seems to be better also. In other words, these 
general hospital services have more facilities, regardless of how they 
get them. That is what you are after. That is what we are after. 

hat is the thing that is emerging from the subject I have just been 
discussing, that this seems to be the way out of some of our problems, 
which is to get the general hospitals into psychiatric care even more 
than they are. 

I was asked to go a little further. We have shown that the psychi- 
atric patient is better off in the general hospital asa rule. If you will 
pardon me here a minute, I think I should try to explain how this 
smaller per diem in the general hospital is accounted for in the special 
hospital. Our own per diem was supplemented from various other 
sources by about 50 percent. In the special hospital, psychiatric 
hospital, the manager is wise enough to do the same thing but he is 
able to do it much better than we can. He can get it out of his 
primary fund allotment. But he has twice or three times the number 
of patients that are getting little or no attention, or some of these 
chronic or stabilized psychotics may actually be contributing a little 
to their own keep or perhaps the whole of it. He has to have some- 
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sv, Be occupy him and he may be working sufficiently to pay for his 

own Keep. 

So from that gradation on up to the most violent, or disturbed, acute 
atient the manager concentrates his pga Pe doctors, nurses, 
aboratory workers, and the like—with the patient who needs them 

most. 

So by studying the staffing pattern of such a psychiatric hospital you 
see that he actually gets out of his own primary fund allotment about 
what we are getting by borrowing from other services. So that is, 
t think, the way that they can account for whatever successes they 

ave. 

But to go on to extend this into the psychiatric hospital group, I 
was asked to do what I could about sampling the data concerned, and 
to see if there were any indications as to what should be considered 
especially. Now, there are 39 psychiatric hospitals in the VA system. 

On these graphs here this is average daily patient load. It.starts 
a little under 600 and goes up to 2,400, approximately. They are 
ranged only in that order and I speak in the neighborhood of 50,000 
and maybe a few more patients that are represented. 

Here is the orderly arrangement of those hospitals, 39 with the 

r diem reported cost. ‘Topeka here is $19.40. Topeka, I would say, 

as a reputation of being maybe one of the best, if not the best. 

Comparisons should not be carried too far in this. There is Mur- 
freesboro down here with about $9.25. So with these ranges a sort of 
curve emerges, and shapesup. ~ 

Now, by taking the primary fund allotment of these patients—the 
average daily patient load and the per diem reported—you can figure 
out about what the primary funds allotment would be for that hospital. 

Then the discharged patient either gets well or gets off the rolls 
as well, or perhaps they died or transferred even, but anyhow they have 
turned the patients.over. That does not mean that each patient 
actually cost these figures here, that range from $1,600 to $18,600. 
It does not mean each patient cost that, but it means on the average 
patient discharged that year, that is what his cost is. Some of these 
are quite 

But we notice that the per diem, the height this hospital oceupies 
on this graph does not correspond too well with what happens with 
the average cost of patient discharged. It is hard ‘to get much out 
of that. But suppose we take this cost of patient and reverse it, 
turn the sheet over and put it on top of the per diem graph. This is 
a mechanical trick, of course. We get figures along in here that begin 
to interest us. This is the per diem curve. This is reversed, the total 
cost per patient curve. But there is something interesting occurring 
in the central and right side here. These that are marked here on 
the per diem curve with this little circle with the figure in it did not 
change over, they are still on this side of the center, the left side on 
both graphs. 

Here is a group that stayed. They were over here on this right side 
of the per diem and stayed. But here were some reversibles. All 
these that are underlined have changed from one side to the other 
but they coincide over here in the area on the right. 

In other words, we begin to be curious about these high costs—on 
the sampling we call them that for want of a better name—high per 
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diem, slow turnover groups that are here on this left side, and then 
we are curious about this group that did not change that are still 
high on the per diem and on the cost. 

hen we hein to be even more curious about these we have under- 
lined. 
Now, Topeka, with the highest per diem, is still one of the low cost 
per patient. We can follow these underlined hospitals and we will 
find that there is that correlation. There is a higher per diem but 
with a lower cost per patient. In other words, it is a better turn over. 
Something qualitative must be happening insofar as the care of their 
patients is concerned and perhaps it may, be—— 
Mr. Hatey. Dr. 
Mrs. Kez. Mr. Haley. 
Mr. Hater. Your statement there is quite interesting. 
Dr. Capy. Yes, sir. 
Mr. Hauer. In other words, your statement is that there you have 
a very high per diem cost, per day, of course, the cost of the patient 
himself is reduced because he gets better service there, he gets the 
treatment that he needs ? 
Dr. Capy. That isthe implication. 
Mr. Harry. That is the implication you have / 
Dr. Capy. But on the other hand here, on this left side, there is 
something that we should be curious about because here is a high 
cost and a high per diem;too, that we should investigate. . But. at. any 
rate, there are three things that are emerging here in our special 
hospital. The most important—and I had these figures, these data, 
run through one of the computers of a friend of mine, and he says 
there is a valudity of correlation between the higher cost caused by 
more personnel, that. is the doctors, the scientific skilled personnel, a 
correlation there, but these data are so fragmentary that one should 
honestly get in and find out more that is happening. . 
Well, it is curious but two or three hospitals with more social service 
workers in them than the others have seemed to have a better correla- 
tion, or a more favorable smaller cost, than the ones that did not 
have them. 
Now, we know social workers don’t cure patients but maybe they 
are helping the doctors get. them out when they are ready to go. 
There are:factors of that sort that. have to be gone into, but. that is 
the emerging thing coming out of our general hospital difficulties 
with this financing. 
I think the extension of the problem would be to encourage the 
povaens hospital to take care of more patients better. You have to 
ave more money to do it with and to maybe do the same thing. 
It may be inappropriate here, but one time, that was 12 years ago, 
I was a branch medical director; we had 13 branches at that time. 
Just. after the reorganization, at our Waco, Tex., hospital, we were 
getting ready to take care of these TB-NP’s and getting started to- 
ward putting in a general medical-surgical service, about 200 beds in 
order, as I discussed it. with the manager staff there, to “sweeten up 
their staff” with different kinds of doctors. Doctors are professional 
agregious creatures. They like to talk to surgeons once in a while, 
or psychiatrists. They do work better if they have friendly critics, 
professional critics, with them. 
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At the Kerrville TB hospital, it was the same thing up there, only 
further advanced. 

The Administrator made a visit—and that in late 1948—and said 
this was duplication of general, medical, and surgical and it would be 
canceled out. But, nevertheless, VA has gone ahead and just recently 
the Kerrville hospital was made into a general hospital after 12 years. 

That is perhaps the suggestion to work both ways on this problem. 
Other people have to make that decision to make general hospitals of 
the neuropsychiatric hospitals. 

Now, our most troublesome waiting list is our psychiatric applicants. 
We have gotten it down much better that it shows here, but never- 
theless this does not mean an awful lot but at least you wonder why 
some of these are so high. If the hospitals in this high group here 
have applications from patients who are in State hospitals, for ex- 
ample, it might account for some of it. But you can see that this is 
not too bad for the majority of the hospitals, whereas this was quite 
a difficult situation 4 or 5 years ago. The VA is making progress. 

Mr. Hatry. Madam Chairman ? 

Mrs. Ker. Yes, Mr. Haley. 

Mr. Harry. Doctor, where is your greatest percentage of waiting 
list today ¢ 

Dr. Capy. The greater percentage of waiting list? 

Mr. Hater. Yes. 

Dr. Capy. I would say that. it is in the psychiatric hospital or 
psychiatric services of general hospitals. 

r. Harey. What area of the Nation? 

Dr. Capy. Yes, sir. 

Mr. ‘Hatey. I say, what area of the Nation? 

Dr. Capy. I am speaking for VA all over, There are several hos- 
pitals that have practically no waiting lists. 

Incidentally, the general hospitals have practically no waiting lists, 
those that have that tendency have a slow turnover. They have to 
keep up this average daily patient load or they lose money. At the 
last managers’ conference that I attended, one or two of the man- 
agers were pretty vociferous about having funds withdrawn. These 
were rather small hospitals. Say they have fallen 10 or 11 below, 
I don’t remember the exact figures, 10 or 11 below their average daily 
patient load, so money was taken away for the remainder of the year. 

So, now those managers complained because they had to go into a 
reduction in force. They let certain employees go. You see, a nurs- 
ing unit in these hospitals—my own average is about 40 beds. It 
takes one head nurse and so on all the way down, depending on the 
character of that ward of patients to maintain that P days a week, 
night and day. And if I were to have a half of a nursing unit funds 
removed I might just as well have the whole nursing unit. You can- 
not operate that way unless by some maneuver you could put extra 
or emergency beds into other wards. 

I think that explains some of the awkwardness about the average 
daily patient loads and funds. Where it has to be a matter of con- 
venience it is perhaps unwittingly abused. 

Mr. Hatrey. What I was interested in more than anything else—I 
realize that probably all parts of the Nation have waiting lists—but 
what I was trying to determine here was where those waiting lists 
are the greatest, in what part of the Nation. 
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Dr. Cavy. I am sorry; I cannot give you that. I have not been 
studying that in the whole country, except in this particular phase. 
Mr. Phare, Will you turn back to that waiting list chart for the 
moment ? 
Under the line there—and I cannot see it from here, of course—what 
are those names ¢ 
Dr. Cavy. These are names of the hospitals. 
Mr. Harry. Would you call off, say, the highest 10 that you have 
there? 
Dr. Capy. Northport, Montrose, Los Angeles, Palo Alto, Lyons, 
Battle Creek, Pittsburgh, Coatesville, Canandaigua, Topeka, Leba- 
non, Jefferson Barracks. Topeka would be the 10th. You remember 
Topeka is one of our better hospitals, too. 
Mr. Harry. Where do any of the facilities in Florida stand in that 
particular? 
Dr. Capy. From where? 
Mr. Hatey. Florida. 
Dr. Capy. I don’t think there is one. Gulfport is near it—Gulf- 
port, Miss. 
Mr. Harry. What about Augusta 
Dr. Capy. Augusta? I don’t have it. 
Mr. Everett. They areall NP — are they not ¢ 
Dr. Capy. These are all straight NP. 
Mr. Hater. I understand. You havean NP hospital at Augusta, 
Ga., haven’t you ? 
CounseL. Yes, sir. It is'a G.M. & S. hospital with an NP section 
and also a TB service. f- 
Mrs. Kee. Doctor, have you finished ¢ 
Dr. Capy. Yes, ma’am. 
Mrs. Ker. Mr. Haley, do you have any further questions ? 
Mr. Hatey. I think not, Madam Chairman. 
Thank you. 
Mrs. Kez. Mr. Everett. 
Mr. Everett. Yes, ma’am. 
Dr. Cady, how long have you been manager of the hospital—sit 
down, sir. 
Dr. Cavy. Eleven years, first of this month. 
Mr. Evererr. Eleven years? 
Dr. Capvy. Yes, sir. 
Mr. Everett. Is ita G.M.&S. hospital ? 
Dr. Cavy. It is, yes, sir. 
Mr. Evererr. Around 1,000 beds? 
Dr. Capy. No. We are operating around 1,252 now. It will take 
1,368 if we had every bed in use. 
Mr. Everett. Dr. Cady, from your observation and long experience, 
what is the most economical size of a G.M. & S. hospital to operate ? 
I know you have to be where the patients are. But eset economic, 
to give the best service to the patient and yet achieve the best results, 
around 1,000? : 
Dr. Cavy. Around 1,000 general hospital, yes. 
Mr. Evererr. What percentage of your patients are service con- 
oe at your hospital and approximately—I mean 25, 30, 35, or 
w 
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Dr. Capy. I can give you those applicants of these two months 
that I have.’ Service connected was 359 out of 1,256. That was in 
1958. Service-connected applicants were 346 out of the 1,329 for last 
December. 

Mr. Everett. Yes, sir. You talk of Topeka. That is a NP hos- 
pital, is it not ? 

Dr. Capy. Yes, sir. 

Mr. Everett. It is one of the better hospitals, is it not? 

Dr. Capy. It is reputed to be so. 

Mr. Is it to the school there 
that specializes in psychiatry or anything like that 

Dr. Cavy. No, Nag. It is due to the fact that it has been under 
the aegis of the Menninger Clinic all these years. 

Mr. Everetrr. Dr. Menninger is one of the leaders in psychiatry 
over the Nation ? 

Dr. Capy. Yes. They havea very high standing. 

Mr. Everetr. What is your waiting list, Doctor, approximately, at 
your hospital ¢ 

Dr. Capy. As I recall, within the last week it was around 126, 
something of the sort. 

Mr. Everett. Does it ever get less than that? 

Dr. Capy. Rarely. Perhaps we have nearer 200. Our medical 
service has been getting too many applications lately. But the NP 
I think is around 126, all categories. 

Mr. Everett. Doctor, you talked about a lot of these aes 
that just scream to high heaven when they weren’t loaded to the hilt, 
you might say, that they would lose money on the ADPL. Do os 
think that ought to continue or do you think you ought to abolish 
the allotment of money on average daily patient loads? 

Dr. Capy. I don’t think this can be easily done. It is a aoe 
very complex situation, and I personally would like to see this ADPL 
business abolished—that is personal—and to be allowed to go ahead 
and operate as efficiently as possible in all aspects, all categories of 
patients that we have rather like a civil hospital might. 

Mr. Evererr. There is a strong indication from some to have out- 
patient treatment for service-connected cases where they can bring 
them in and get all the data, all the examination before they are 
brought in for surgery. Do you think that would be preferred or do 
you think that would save any money ? 

Dr. Capy. Well, it could be adjusted to, if we did not have the 
ADPL factor. If we could have such patient brought into the hospital 
for 2 or 3 days beforehand, and not call them patients, we could do 
it that way. On the other hand, if we could get rid of some of our 
internal bottlenecks we could do this anyhow, whereby the increased 
turnover was not tied to ADPL. I do not see any difference between 
bringing a service-connected patient in and holding him out as an out- 
patient when you could just as well put him to bed and get to work 
on him the same day and operate on him quicker. I think the patient 
would be better off. 

Mr. Everetr. One more question and I will be through. I don’t 
want to monopolize the meeting here. 

We are seeing from time to time observations by doctors, very 
critical remarks about the hospitalization of non-service-connected 
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veterans over this Nation. Has it been your experience that 50 to 
75 percent of those non-service-connected cases that some doctor, his 
private family physician called you and begs and requests that you 
take this non-service-connected case ? 

Dr. Capy. I can give you some data on that. 

Mr. Everett. I would like to have it, sir. 

Dr. Capy. In these 2 months the private doctors of these 1,256 
patients in December 1958, 226 of them were sent by their private 
doctors. Now, the last December, 270 out of the 1,328 were sent by 
private doctors. 

Now, to go on with that statement to that line of reasoning, not 
long ago, 6 weeks ago, there was some newspaper publicity about the 
freeloading non-service-connected patient. It so happened that some 
years ago our local medical association got off on the same line of 
thought. I analyzed the population, every patient that was in there, 
There were 75 percent of all the patients were service connected being 
treated for that or being treated for something else than service 
non-service connected or that they were already pensioners or com- 
pensation of various kinds, and finally it came down to about 10 

recent of the patients that day were in because they were being exam- 
ined to determine whether they were entitled to pension. 

There were about 24 and a fraction percent that did not come into 
this group. We can eliminate those that had been sent in by their 
own doctors, those that we knew were near terminal, cancers or heart 
disease or tuberculosis, eliminated still more. It came down to about 
a little less than 2144 percent that we did not have some sort of data 
on to estimate just whether or not they wereentitled. _- 

Now, it also happens a year before that the GAO looked through 
a thousand of our non-service-connected records and came down to 
about the same percent. It is really too small to police. 

On the other hand, there are cases when we find those that we 
i ag for what looks to us like fraud, two, or three or four a year, 

r. Everett. Two or three a year, you say ? 

Dr. Capy. Something like that. That SAE just. before this 
last report. Three people went to jail, misrepresenting themselves. 

Mr. Everrerr. Just one more question and I am through, Madam 
Chairman. 

How many non-service-connected cases will go through your hos- 
pital per year, roughly? I mean admitted and discharged, approxi- 
ppaely.! I mean within 100 or 200. I just want to get to those 

res. 
“Dr. Capy. Here in December this is as I said-—— 

Mr. Everett. It isa light month, it is not? 

Dr. Capy. December is a lighter month. We had admitted 1,256 
patients of which 359 were service connected and 897 were non-service 
connected. 

Mr. Evererr. You mean just for the month of December? 

Dr. Capy. Yes, sir. 

Mr. Everett. You mean just for the month of December? 

Dr. Capy. Yes, sir. 

Mr. Everett. In other words, then, you will admit around 10,000, 
will you not, a year? 
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Dr. Capy. Yes, sir. The last one was 346 service connected annd 
983_nonservice connected. They will get out one way or another, of 
course. 

Mr. Evererr. Yes. Thank you. ; 

I think you made a wonderful contribution to this committee, 
Dr. Cady. 

Mrs. Kre. Thank you, Mr. Everett. 

Dr. Randall, do you have some questions? 

Dr. Ranpatu. I will pass for a minute. I may have one. Go 
ahead. Do you have any ? 

Mr. Grorce. You mentioned bottlenecks. Would you give a brief 
statement what bottlenecks are ? 

Dr. Capy. Yes. For many years I have been wanting to establish 
in our hospital an admitting office laboratory, blood counts, uri- 
nanalysis, the screening X-ray and things that the doctor on the 
ward may take 2 or Sanyo to get. That would be relatively easy to 
accomplish, but on surgery, for example, what would I accomplish 
when you don’t have enough personnel or money for the personnel 
or X-ray operating room to work to get those patients out? One 
bottleneck will increase the pressure on the next bottleneck. And 
with the cost of, let us say, examination to see whether they should 
be admitted or not, and all these other things that have to be done, 
you get geared to living with your bottlenecks. 

Mr come Have you made recommendations to the Veterans’ 
Administration with respect to this? 

Dr. Capy. Yes, sir. 

Mr. Gzorer. What reception did you get? 

Dr. Capy. There are known modernization plans which very defi- 
nitely draws out just how I want to get out of this bottleneck. 

Mr. Grorex, Are you making any progress ? 

Dr. Capy. It is in the Bureau o the udget, I understand. I sup- 
pose as soon as they are built and we get elbow room and then, if 
we get the money, we will certainly get rid of some of the bottlenecks. 

r. Grorer. Here is one question I think you can answer yes or 
no. From your general testimony I judge it is a question of either 
spending more money and doing a g job for patients and get 

em out. In other words, if we are going to do a good job for each 
man that needs poapitalination, we are going to have to spend more 
money, isthat right 

Dr, Capy. No. That is not, surprisingly. I am glad you asked it. 
What I am asking, is to get more for the money we do spend. 

Mr. Grorce. You mentioned more doctors and more social service, 
more psychiatrists. 

Dr. Capy. Yes, sir, I also mentioned you got some indications here 
that they do not cost so much per patient once you get them together. 

Mr. Grorer. In other words, the demands are there and you need 
doctors for a better job ? 

Dr. Capy. That is exactly what I mean. 

Mr. Grorer. Does the office have the right to transfer funds? 

Dr. Capy. He gets into trouble if he doesn’t stick within the limits 
of his budent or as I indicated before, this average daily patientioad, 
the way of financing, somebody sees that, if you don’t speed up you 
don’t need as many Actually, we could take care of more pa- 
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tients with fewer beds at my hospital, if I didn’t have to contend with 
this ADPL to take care of the same number of patients. But by 
getting them out a day or two sooner, and get to work on them a day 
or two sooner, that would mean a quicker turnover. There is no 
reason for bringing the patients in and feeding them and taking care 
of them when they don’t need the professional service. So in the 
end you can take care of more patients with fewer beds. You cannot 
go on forever contracting that way but you can certainly get it down 
to where it would be feasible. It is just the opposite. 

Mr. Grorce. Have you made recommendations, then with respect to 
free the personnel as against the other ? 

Dr. Capy. One way or other I think I have been doing that, 
sir. I said it was a sore point with me I was going to keep on unti 
others got sore about it too. 

Mr. Grorce. That is all. 

Thank, you Doctor. You are doing a fine job. 

Dr. Capy. Thank you. 

Mr. Ranvatu. I don’t believe I have been able to follow you. I 
would like to clarify, if I can, the thought that some of your charts 
and testimony have shown that the job of treating these psychiatric 
patients can best be accomplished in a general hospital instead of a 
special hospital. Is that your conclusion ? 

Dr. Capy. By and large that data indicates that. I don’t want to 
get into the difference between doctors, of course, but the ene 
to get psychiatric service to the general hospital that is affiliated with 
a medical center, it is much easier to get the quality of constant con- 
sultants and the like and even the number of psychiatrists as it is in 
the more isolated hospital. 

Mr. Ranpatt. I simply wanted to be certain that that is the theme 
of the principal part of your discussion and really the backbone of 
your charts today. 

Dr. Capy. Yes, it is and that is what the data tends to show. 

Mr. Ranpauyi. One or two other things none of us will be able to 
ask you after you are gone. You referred to “cuckoo” financing 
some place. 

Dr. Capy. Perhaps that was a bad expression. 

Mr. Ranpauu. I don’t know that it is. You go ahead and refer to 
the cowbird and draw an analogy there. What do you mean by that? 

Dr. Capy. I mean by that: Here is a psychiatric service which has 
been inserted—psychiatric service, has been inserted into a general 
hospital. This was not done previously. They might have a very 
few beds to take care of emergency patients and then get rid of them 
as soon as they could. But to actually set up for psychiatric service 
in a general hospital is a comparatively new thing. Then, by usin 
the psychiatric hospital per diem average in the general hospita 
setting, it brought out this analogy, and it showed also what was good 
for the patient, no matter who or what it cost. It is interesting to the 
homiieal administrator who did he subsidizing, but it showed a good 
thing for the patient, and the taxpayer. 

Mr. Ranvatu. Another expression, which to me maybe had a little 
bonne explanation, the dietary “sacred cow.” What do you mean by 
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Dr. Capy. I think you have those figures there—what they-——- 

Mr. Ranpata.. You say, for instance, the TB patient is allotted 30 
percent more cheese and milk and things of that sort. And I think 
you said a psychiatric patient should be permitted to go into the gen- 
eral mess and not be set aside. Is that what you mean by it? 

Dr. Cavy. That is what I meant by it, but I better explain. As to 
the allotment on this basic ration pattern, a dietician tells me the 
locked-ward—the psychotic psychiatric patient is the basis on which 
they start. Someone has thought that it was a good idea—maybe the 

atient was not going anyplace—and for various reasons that was the 

asis. However, the psychiatric patient who is not psychotic—psy- 
choneurotic, for example—or the G.M. & S. patient was then given 
about 10 percent more as an allowance; and the TB patient and the 
paraplegic patients still more. 

Then there is this poundage: so much, so many pounds per da 
allotted—which is difficult, I think, too, for the dietitians to wo 
with because that, too, means that that they must conform to some- 
body’s poundage figure as an ideal, as well as what goes to make up 
those pounds. Those vary from area to area. The patient who is 
indigenous to our neighborhood does not like the same kind of foods, 
the same weights, as somebody else. 

Mr. Ranpatzt. Thank you, Doctor. 

Dr. Capy. Then, as a matter of treating of these psychotic 

tients—when they are able to get out and get privileges and resocial- 
ize themselves, we say, “Here is society out in the hospital. Don’t 
try to make it over. You try to conform to it. We want you to go 
to the dining room like everybody else—that is, the main dining 
room.” So we let him quit eating in the locked dining room and he 
goes to the main dining room as part of his treatment, but he is still 
characterized on our reports as a psychotic, locked-ward patient, and 
he is not contributing in that main dining room this 10 percent extra 
that he ought to be doing. So we let the other patients treat him for 
that 10 percent. 

Mr. Ranpau. Just one more brief question. 

Mrs. Ker. All right. ae 

Mr. Ranpaun. Without helaboring details in paragraph 20 of the 
personal impressions, you mentioned redtape and other interferences 
of VA. I assume you are there speaking about some system of fiscal 
policy or accounting ? 

Dr. Capy. Yes, those are the family squabbles. 

Mr. Ranpatu. It is your conclusion that there could be a quicker 
turnover in a properly staffed hospital if there was some simplifi- 
cation in that? 

Dr. Capy. Yes, I think so. 

Mr. that your conclusion ? 

Dr. Capy. Yes, sir, that is my conclusion. 

Mr. Ranvatu. I believe that is all. 

Mrs. Kee. Thank you, Dr. Randall. 

Mr. Ranvatu. Dr. Cady, in your area, has there recently been an 
demand or request of an increase in fees paid to consultants or attend- 
ing ph sicians ? 

_ Dr. Capy. There has not been; but I am rather surprised that there 
isn’t. You see, we are affiliated with a medical college. Part of their 
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consultants and attendants are also visiting a city-county hospital. 
These rotate like most medical school staffs do, and they are rotating 
also to some private hospitals. At the city-county hospital they get 
no pay. These are voluntary consultants. At the private hospitals, 
of course, that is a private arrangement—whether they get a fee for 
consulting or not—but if they are instructing residents, they don’t 
any pay for that. That is part of their cost of their dedication 
to the school. When they come over to us, they do ‘get the usual $25 
and $50 per diem visit toward attending or as the-consultant. 
And the dean and dean’s committee told them, “Now, when you 
assume this service rotation you take what you get where you get it; 
and we expect you to carry out your full responsibilities.” 
As a result, for years we have been paying them sort of a rubber 
dollar, varying from 60 to 80 percent for the visits that they made. 
ese are conscientious teachers, and if they are called pe they 
respond, We do not pay them each time they come, They can 
arrange it that way if they want it. They can just come at each time 
that they are supposed to come and no more. There are a few that 
do that, but most of them don’t. 
- In our various budgetary machinations to make ends meet, we have 
whi money out of that fund to meet something else every once in 
a while. 
Mrs. Kez. Dr. Cady, I would like to ask you another question about 
H.R. 7965. This would permit a hospital to provide some sort of out- 
patient care for non-service-connected cases prior to admission, and 
after showing a determination that the veteran had received the max- 
imum treatment in the hospital which was required at that time. 


The obvious effect of such a proposal would be to greatly increase 
the turnover rate in hospitals, particularly the general medical and 
surgica] hospitals. Would you favor that legislation ? ; | 
Dr. Capy. I would like to remind the committee that I touched on 

a portion of this. We examine these patients at some expense to the 
Government to see whether they should come into the hospital or not. 
If they did not, we sent them back wherever they came from without 
treatment. 
This bill would leave us handling these patients as outpatients until 
we could get them into the hospital or we sent them back where they 
came from. Naturally, if a fund were provided for this, it would 
relieve us for some $40,000 or $50,000 a year from the per diem. In 
that respect, I would favor it, I am not so sure that I would care 
to take on a non-service-connected clinic. 
Mrs. Ker. Mr. Everett, I have three additional questions. Would 
you like to ask your questions now ? 
Mr. Everett. There were just. about two that I had. 
In your 10 or 11 years that you have been manager at the nbepial 
there in Houston, we hear in all of this investigation going on about 
the price of drugs: How much percentagewise—I mean roughly, 50 
percent or 100 percent—has your drug bill increased in the past 10 
years ; just roughly ? 

~ Dr. Capy. T would guess that it is probably 100 percent. We are 
costwise liberal with our drugs. We have to watch it constantly. And 
at times we talk to our chiefs of service about the amount of certain 


kinds of drugs that are being’ used.’ “Are they being used,” we ask 
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them, “to train residents, or are they being used really to treat the 
atients?” There is a reason for both of these and a good reason. 

BS by keeping them conscious of this, we don’t get any great amount 

used purely for training purposes. 
Mr. Evererr. Let me ask you this: Is your turnover of patients 


greater in 1960 than it was in 1950 ? 
Dr. Capy. I am sure it is but I don’t remember the exact figure. 


Back in 1950 we had a very bad situation, At that time we had 1,100 
or so.on.our waiting list with only about 450 or 500 beds. That was 
an agonizing situation there. We are now much better off. 

Mr. Evererr. Just one more question and [ am going to conclude. 

Of course I am strongly in favor of the non-service-connected 
veterans receiving hospitalization as they are now. But should we 
do away with it and just treat service-connected cases in Veterans 
Hospitals you would not be able to keep a medical staff that was worth 
anything at all, would you? ; 

Dr. apy. You are quite right. It would not be worth it. 

Mr. Evererr. Because of the training that they get there and the 
observation that they get of these non-service-connected cases it in- 
parce to come and to participate in your medical program, 1s 

at right 

Dr, Capy, Yes, sir, and I can predict that if you were to get some 
of these deans or some representative of the Association of American 
Medical Colleges to speak on this subject you would find that the 
usefulness of these VA patients, whether service-connected or not, has 
contributed tremendously to the health of the country. 

Mr. Evererr. Do you have any criticism in your local medical as- 
sociation there in Houston relative to the hospitalization of these 
non-service-connected ? 

Dr. Cavy. I referred to that earlier. I have less criticism than we 
have had before because I had the answers. Now, just recently that 
freeloading reference was picked up by one of the newspapers that 6 
or 8 years ago would have been quite on the opposite side, I think. 
They came right out the next day and wanted me to tell them what 
the story was. Even the press, most of them in our locality, has 
gotten around to the point of view that the majority of these non- 
service-connected patients have to be taken care of somewhere else if 
we didn’t take care of them so therefore we are doing a job for the 
community. | 

Mr. Evererr. Thank you,sir. That is all. 

Mrs. Ker. Dr. Cady, H.R. 9791 would prohibit the payment of 
the 15 percent specialty allowance unless the specialty was usable in 
the VA hospital system. Do you think this is a reasonable require- 
ment ? 

Dr. Capy. Unless the specialty was what ? 

Mrs. Ker. Usable. 

Dr. Capy. Well, I don’t— 

Mrs. Ken. Unless it is usable in a VA hospital system. 

Dr. Capy. I will have to use myself as a guinea pig on that. I am 
qualified as a certified specialist in interna] medicine. I have not 
ep internal medicine since the beginning of World War II. 

am also, I suppose, a specialist in hospital] administration. I have 
a fellowship degree from the American College of Hospital Adminis- 
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trators. That does not happen to be recognized by the Departmen of 
Medicine and Surgery as a specialty for this incentive, I call it in- 
centive, allowance. That would disqualify me. 

Mrs. Ker. I would like to ask you another. question, Dr, Cady. 
Tt has been suggested that at the time of the admission of non-service- 
connected veterans that the family or the individual responsible at 
the time of the admission agree to accept responsibility for the vet- 
eran’s care after he has received maximum hospital benefits- What 
do you think of this pro 1? 

r. Capy. I think that would be a move in the right direction. 
There is a great deal of tendency for the family to want the VA 
to take over this patient from now on when he comes in. This, of 
course, is partly due to social changes, the way people live and move 
around and partly because, I suppose, that it is easier for the famil 
to get along without him than with him when he is sick and disabled. 

his furnishes me about the problem that occupies about a tenth 
of my time, in exerting pressure to get the patient at maximum hos- 
pital benefit taken to a nursing home or at home and given nursing 
care there. Many people do not understand that the patient who is 
at maximum hospital benefit, even though he is quite disabled, that 
if we were tough enough we could say, “We cannot admit you because 
we cannot do any hing for you.” Ordinarily we don’t do that. We 
want to find out whether we can do anything for him. After he has 
gotten to that point, if it occurs, or if he could go out on a long 
ey of leave of absence or CBOC and then come back and—say, 
et us take, for example, a terminal cancer patient or some other 
symptom. Many times the family misconstrue this either intention- 
ally or otherwise and they write up here to the Congress people and 
accuse us of all sorts of inhumane things and at the same time cause 
a great deal of correspondence but sometimes educational, I guess, 
because we do succeed and the people up here do not ask for unreason- 
able miracles. 

I am very grateful for that, too, incidentally. But we do have 
that problem. 

I do think officially apprising the family that the non-service- 
connected veteran does not have a life long lease on a bed, even though 
he is ill and to emphasize the thing thet you have already done in 
non-service-connected pension plus the nursing aid and attendant 
oe is for the purpose of taking care of him outside the 

ospital. 

I might add that glo the nursing aid allowance might be a 
little bit larger to help us down at the hospital level because we can- 
not get much of a nursing home for $135, particularly if there is 
somebody else trying to live off of it, too. 

Mrs. Ker. Dr, Cady, I have one final question and that is with 
reference to H.R. 9792. 

This would in effect provide that the manager of a hospital should 
receive at least. $500 more than any person in the hospital under his 
supervision. Would you favor that legislation? 

dr. Capy. Naturally I would, but I still think that is only a token. 
If it is re ed as a token. O.K. but I would like to get back to 
this specialty allowance. 
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That is in a sense an incentive allowance; when it was first put 
into effect it was to get better doctors rather than better specialists 
and I think that is the thing that it does do by and large and I 
believe that cutting it down for the junior grades—I am not speaki 
of one of the chief grade—has tended to slow up our recruitment o 
these better doctors. I am not talking about the better specialists. 

Mrs. Ker. Mr. Everett, any questions 

Mr. Everert. Just one question. 

What percentage over the whole VA would you say that hospitals 
that specialize in psychiatry or NP’s, the TB’s, domiciliary, GM and 
S, the managers are doctors as related to managers who are not doctors, 
are laymen ! 

Dr. Capy. I could not tell you that. 

Mr. Evererr. 75-25 percent ? 

Dr. Capy. I really cannot tell you. Some subsequent speaker can 
give you that information. But as regards to psychiatric hospitals if 
you would like, I would still say that that manager should be a psy- 
chiatrist, maybe the time will come when a good nonmedical manager 
would be all right. But I don’t think we have got it yet. 

Now, inthe GM whether he has an MD or not is 
haps the least significant thing. It is desirable in some places where 
the MD would be a significant thing. It is desirable in places, and it 
would be significant there. But the main thing is to have the quality of 
administrative management. That is the significant thing with or 
without degrees. 

Mr. Everett. Thank you, Doctor. 

Mrs. Kee. Mr. George? 

Mr. Randall? 

Mr. Ranpaty. Just one question. You gave the figure awhile ago 
of about some cases that were sent in by private doctors, that is, non- 
service-connected and I see you gave a figure of 278 out of 1,300, which 
is about the overall figure of 326 out of 1,329, which was the general 
run. Those that are sent in by these private physicians or recom- 
mended, is there any investigation as to their oa in terms of being 
indigent, that: is to say, that they are without means? 

Dr. Capy. I don’t know what the doctor has done, but he is not going; 
to send a patient in that has means. 

Mr. Ranvatu. That is the point I was trying to get. 

Mr. Everett. You are right there. 

Mr. Ranpauy. They want to get a fee if they can. 

In other words, that is better protection, the fact they are sent by a 
doctor than if they come in otherwise. 

Dr. Cavy. That is right. 

Mr. Ranpati. That is the point I wanted to point out. 

Dr. Capy. We have to do our own investigating on this much larger 
group sent in by the service officer or they come in on their own. 

Mr. Ranpau. Those are the ones that may or may not be indigent? 

Dr. Capy. Yes. And some of them will come in. Here is one thing 
that our examination does. 

Some of them will come in who are obviously shopping. We have 
$400 or more admitted income per month. And by the time we get 
through examining him he either isn’t sick enough to come in or = 
cided he better go some place else because we asked him about these 
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details of his income. We have a regular means statement form to fill 
out and he has to sign. 

Mr. Ranpatu, That serves as a brake? 

Dr, Capy. That serves asa brake. But many of these patients with 
admitted fairly decent income have not been living providently. They 
perhaps should have had hospital insurance and a few other things 
that yal don’t have. And at the moment they need hospitalization. 
So we have to evaluate it on the basis of what the actual situation is. 

Mr, That is all. 

Mrs. Ker. Dr. Cady, I would like to say we appreciate your dedica- 
tion in behalf of the veterans. 

You have made what I think is one of the best witnesses we have ever 
had before the committee. You have given us much helpful informa- 
tion and we thank you for it. 

Dr. Capy. I like to be helpful. Thank you very much. 

Mrs.Kxx. Without objection your charts may be inserted at the end 
of today’s hearing. The committee will be adjourned until 10 o’clock 
tomorrow morning. 

(Whereupon, at 11:35 a.m., Monday, February 15, 1960, the hearing 
was recessed to reconvene at 10 a.m., Tuesday, February 16, 1960.) 

(The charts referred to face this page.) 
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TUESDAY, FEBRUARY 16, 1960 


House or REepRESENTIVES, 

SuscoMMITTEE ON HosPiraLs OF 

THE CoMMITTER ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The subcommittee met at 10: 05 a.m., pursuant to recess, in room 
356, Old House Office Building, Hon. Elizabeth Kee (chairman of 
the subcommittee) presiding. 

Mrs. Kev. The subcommittee will come to order, 

Because of its win se to the present baring without objection, 
I will insert in the record at this point a story from the New York 
Times of Monday, February 15, showing that health costs have in- 
creased 42 percent in 5 years and also a press release from the AMA 
announcing the creation of a commission on the cost of medical care. 

(The information referred to follows :) 


[From the New York Times, Feb. 15, 1960] 
Heattru Cost Up 42 Percent in 5 Years To 1958, Survey INDICATES 


Average American families are paying 42 percent more for personal health 
services than they did in 1953, a survey shows. The total bill is now about 
$294 a year, the Health Information Foundation reported yesterday. 

Two major factors were cited; Increased use cf services and rising costs. 

The study, covering a 12-month period in 1957-58, was made by the founda- 
tion in cooperation with the National Opinion Research Center of the Uni- 
versity of Chicago. A similar one was made in 1953. 

Most spending went for physicians’ services, the survey shows, The doctor 
bill took 34 percent of the health dollar. Hospitals took 23 percent; drugs 
and medication, 20 percent; denta] services, 15 percent, and other medical 
goods and services, such as eyeglasses and special duty nursiny, 8 percent. 

Researchers found great differences in the amounts families »pent. One- 
third spent less than $100 and another third spent from $100 to $299. The 
other third spent more than $300, with 16 percent of these families spending 
more than $500 in the 12-month period. 

The survey also found that women spent more a year for personal health 
services than men. The women spent an average of $111, and the men, $77. 


{From the New York Times, Feb. 18, 1960] 
Hospitat INSURANCE SHOWS STEADY RISE 


The number of Americans who subscribe to hospital insurance has almost 
doubled in the past 10 years, according to Science Service. 

Health Insurance Institute figures show that at the beginning of 1950 some 
66 million persons were covered. The number grew to 123 million by the close 
of 1958. The 1959 yearend coverage figures are expected to exceed 125 million. 

Progress during the 1950’s also marked the other major types of health 
insurance—surgical expense insurance, regular medical insurance, loss of in- 
come, and major medical expense insurance. 
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From the beginning of 1950 to the end of 1958 the number of persons with 
surgical insurance rose from 41 million to 111 million, while the climb was from 
17 million to 75 million in regular medical insurance, which pays for doctor 
visits for nonsurgical care. 

In little more than 10 years, the number of subscribers to major medical 
insurance rose to 17 million. This insurance provides benefits frum. $5,000 
to $15,000 to help absorb the cost of serious illness. 
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{News release from the American Medical Association, Feb. 18, 1960] 
AMA Emparks ON Masor Stupy of MepIcAL Costs 


Cuicaco.—A commission on the cost of medical care, to delve into every phase 
of medicine where cost or spending is involved, was announced by the American 
Medical Association today. An initial grant of $100,000 was appropriate to launch 
the study. 

“This study project is being undertaken,” said Dr. Louis M. Orr, Orlando, Fla., 
president of the AMA, “because the American public is spending increasing 
amounts of money for all types of medical care. These expenditures involve 
the people’s lives, health, and pocketbooks. We would like to find where econ- 
omies may be achieved in the best interests of the patient. The commission will 
analyze the cost picture from every angle and try to come up with some sound 
advice and suggestions.” 

The commission, whose members will be announced shortly, will serve as a 
“little Hoover Commission” to study all medical care costs, including doctors’ 
fees, hospital charges, nursing cost, drug expenditures, and health insurance 
premiums. 

Dr. Orr said that American medicine is “tackling the cost problem in order to 
help people better meet their obligations when illness strikes, and to help clarify 
the confusion that exists relative to such cost.” 

The American Medical Association, Dr. Orr said, is “well aware that more 
physician-patiert relationships have been strained by a misunderstanding about 
fees than perhaps any other disagreement. Is such misunderstanding due to 
lack of frank discussion between doctor and patient, or is there some other 
reason? A patient has every right to know why he needs treatment or surgery, 
what it will consist of, and what it will cost—particularly where major services 
are rendered.” 

It is hoped, Dr. Orr added, that the study will also provide some sound advice 
for the consumer on how to get the most benefit from his health dollar. 

In conducting this study, the AMA commission will consult economists, health 
insurers, prepayment plans, hospital representatives, a cross section of patients, 
and others whose knowledge and opinions will be heipful. i 

Members of the commission will be announced shortly, and it is expected to be 
functioning this spring. 

Mrs. Kez. Originally, when these hearings were under considera- 
tion for scheduling, it had been hoped that each of the seven area 
medical directors could appear individually before the subcommittee 
and poems testimony. Time did not permit this, but the chairman 
asked each of the remaining five area medical directors to submit his 
written views, and these reports will appear below. 

(The information referred to faces this page.) 

Mrs. Keen. We are meeting this morning to continue our hearings on 
the hospital and medical program of the Veterans’ Administration. 
We are glad to have as our first witness, Dr. Oreon K. Timm, the area 
medical director of the St. Paul office of the Veterans’ Administra- 
tion. In this capacity Dr. Timm supervises the medical activities of 
the Veterans’ Administration in the States of Wisconsin, Iowa, Ne- 
braska, Minnesota, South Dakota, North Dakota, Wyoming, and 
Montana. 
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St, Lasts, ‘Mey. States Coles 
Kansas, Louisiana, Missouri, New Mexico, pre 
Texas 
VETERANS ADMINISTRATION, 

St. Louis 2, Missouri, February 18, 1960. 
The Honorable EB. Teacve, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, 
Washington, DO. . 


Dear Mr. CHARMAN: In reply to your letter of February 
3, 1960, I am highly pleased that you have given me an op- 
portunity to express my views to you on certain important 
matters relating to medical care authorized eligible veterans 
by the Veterans Administration. I know that you are sin- 
eerely interested in the Veterans Administration medical 
program and in the quality of medical services provided 
eligible veterans. I am very appreciative of the fact that 
I have been afforded an opportunity to make at least a small 
contribution to the medical care of war veterans since 
December 1946, and I am thankful to you and other members 
of Congress who have so conscientiously provided financial 
and moral support to this very commendable and essential 
program. My views and specific comments on the subjects 
mentioned in your litter of February 3, 1960 are as follows: 


‘I, Reorvirment oF Personnet Pay Scare 


A. Pay S8cate 

- ‘1. The salary scale in the Department of Medicine and 
Surgery is definitely inadequate for the recruitment and re- 
tention of a sufficient number of qualified physicians, den- 
tists, and nurses. This inadequacy in salary scale applies 
to physicians and dentists in all grades and to all positions 
in the Department of Medicine and Surgery beginning with 
the position of Chief Medical Director and extends through 
his medical administrative supporting staff down to the 
lowest or junior grade physician. 

2. This inadequate salary applies to those physicians who 
are essential in the administration of the over-all medical 
program in our Central Office, in our Area Medical Offices 
and to the Managers of our hospitals and outpatient clinics. 
It also applies to those physicians who are performing clini- 
cal work in the direct care of patients in our hospitals and our 
outpatient clinics and to those engaged in research work to 
protect and improve the health of all mankind throughout 
the world. 

3. The Veterans Administration is participating in the 
training of some 2,500 to 2,600 physicians in our residency 
training programs in Veterans Administration hospitals: 
throughout the United States each year. This training is 
not only desirable but essential for young physicians before 
they go into private practice and assume total responsibility 
for the health and welfare of citizens in the various com- 
munities throughout the United States or in our Veterans 
Administration medical program. After completion of resi- 
dency training these physicians are usually highly competent 
to provide adequate medical care to any and all patients 
who suffer from diseases in the physicians’ respective 
specialty fields. By the time they have completed their 
specialty training they will have expended time, funds, and 
efforts during four years of college, four years of medical 
school, one year of internship, and three, four, or five years 
of residency training and many will have reached an age in 
life when they have assumed family responsibilities includ- 
ing children of schoo! age. During this long period of train- 
ing they will have expended large sums of money and will 
not have made sufficient money to pay the bare essential ex- 
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Trenton, N.J., Covering States of Delaware, Maryland, New 
Jersey, Pénnsylvania, Puerto Rico, Virginia, W ae tl 
and the District of Columbia 


VETERANS’ ADMINISTRATION, 
Trenton, N.J., February 12, 1960. 
The Honorable EB. Teacvs, 
Chairman, Committee on Veterans’ Affaire, 
House of Representatives, Washington, D.C. 

Dean Mr. Teague: I would be most happy to express 
viewpoint on the topics you have indicated in the prank 4 
for discussion by the Area Medical Directors. I am grateful 
for the opportunity to do so. 

Dante. K. RostNson, M.D., 
Area Medical Director. 


I. OF PERSONNEL AND Pay SCALE 


A; It is my opinion that the salary scale in the Depart- 
ment of Medicine and Surgery, specifically for physicians, is 
not either structured properly or adequate in all grades. 
Since requirements in the Department of Medicine and Sur- 
gery consist of postgraduate training following graduation 
from medical school, or experience equal to postgraduate 
training, it does not seam logi¢al to have the Junior or 
Associate grades as part of the pay scale. It seems to me 
the grade structure should be in four divisions and should 
be commensurate with responsibility assigned since most 
doctors have the samé basic training. In keeping with the 
modern economy and the inflationary spiral which eventually 
leads to a lag in relation to the compensation of Federal em- 
ployee versus that in industry, a pay scale structure in the 
following manner would probably be more equitable. The 
pay seale must first assume certain basic tenets—one, is that 
the pay scale should be commensurate with responsibility, 
and this is a basic principle in all pay structures whether it 
is in industry or medicine. Two, there should be sufficient 
spread between designated categories on the pay scale to 
make promotion meaningful. Therefore, it would appear 
under these conditions, to meet the competition in the pro- 
fessional field, that wé should have four grades consisting 
of Full, Intermediate, Sénior, and Chief. Full Grade should 
commence at $9,500 and have added increments of $200 for 
four steps to reach a maximum of $10,800. The Interme- 
diate Grade should begin at $11,090, plus four increments of 
$200 each to reach a total of $11,890. Senior Grade should 
bégin at $12,555, plus four increments of $200 to reach 
a total of $13,355. Chief Grade should commence at $13,- 
970 with four increments of $200 each to reach a maximum 
of $14,770. To these should be added the 15 percent specialty 
allowance. This would then make the top limit of salary 
$16,985. Centralized positions, as Chiefs of Services, should 
be appointed at the third or fourth step of their grade. 

It is my opinion that the management team, consisting of 
the Manager and Director, Professional Services should re- 
ceive salary greater than that of any of their employees, 
which could probably be accomplished by 4-year_ statutory 
appointments at a level at least $500 above that of the high- 
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From the beginning of 1950 to the end of 1958 the number of persons with 
surgical insurance rose from 41 million to 111 million, while the climb was from 
17 million to 75 million in regular medical insurance, which pays for doctor 
visits for nonsurgical care. 

In little more than 10 years, the number of subscribers to major medical 
insurance rose to 17 million. This insurance provides benefits from $5,000 
to $15,000 to help absorb the cost of serious illness. 


[News release from the American Medical Association, Feb. 18, 1960] 
AMA EMBARKS ON MaAgor Stupy OF MEDICAL CARE Costs 


Cuicaco.—A commission on the cost of medical care, to delve into every phase 
of medicine where cost or spending is involved, was announced by the American 
Medical Association today. An initial grant of $100,000 was appropriate to launch 
the study. 

“This study project is being undertaken,” said Dr. Louis M. Orr, Orlando, Fla., 
president of the AMA, “because the American public is spending increasing 
amounts of money for all types of medical care. These expenditures involve 
the people’s lives, health, and pocketbooks. We would like to find where econ- 
omies may be achieved in the best interests of the patient. The commission will 
analyze the cost picture from every angle and try to come up with some sound 
advice and suggestions.” 

The commission, whose members will be announced shortly, will serve as a 
“little Hoover Commission” to study all medical care costs, including doctors’ 
fees, hospital charges, nursing cost, drug expenditures, and health insurance 
premiums. 

Dr. Orr said that American medicine is “tackling the cost problem in order to 
help people better meet their obligations when illness strikes, and to help clarify 
the confusion that exists relative to such cost.” 

The American Medical Association, Dr. Orr said, is “well aware that more 
physician-patient relationships have been strained by a misunderstanding about 
fees than perhaps any other disagreement. Is such misunderstanding due 'to 
lack of frank discussion between doctor and patient, or is there some other 
reason? A patient has every right to know why he needs treatment or surgery, 
what it will consist of, and what it will cost—particularly where major services 
are rendered.” 

It is hoped, Dr. Orr added, that the study will also provide some sound advice 
for the consumer on how to get the most benefit from his health dollar. 

In conducting this study, the AMA commission will consult economists, health 
insurers, prepayment plans, hospital representatives, a cross section of patients, 
and others whose knowledge and opinions will be helpful. 

Members of the commission will be announced shortly, and it is expected to be 
functioning this spring. 


Mrs. Ker. Originally, when these hearings were under considera- 
tion for scheduling, it had been hoped that each of the seven area 
medical directors could appear individually before the subcommittee 
and present testimony. Time did not permit this, but the chairman 
asked each of the remaining five area medical directors to submit his 
written views, and these reports will appear below. 

(The information referred to faces this page.) 

Mrs. Ker. We are meeting this morning to continue our hearings on 
the hospital and medical program of the Veterans’ Administration. 
We are glad to have as our first witness, Dr. Oreon K. Timm, the area 
medical director of the St. Paul office of the Veterans’ Administra- 
tion. In this capacity Dr. Timm supervises the medical activities of 
the Veterans’ Administration in the States of Wisconsin, Iowa, Ne- 
braska, Minnesota, South Dakota, North Dakota, Wyoming, and 
Montana. 
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VETERANS ADMINISTRATION, 
St. Louis 2, Missouri, February 18, 1960. 
The Honorable E. Treacvue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, 
Washington, D.C. 

Dear Mr. CHAIRMAN: In reply to your letter of February 
3, 1960, I am highly pleased that you have given me an op- 
portunity to express my views to you on certain important 
matters relating to medical care authorized eligible veterans 
by the Veterans Administration. I know that you are sin- 
ecerely interested in the Veterans Administration medical 
program and in the quality of medical services provided 
eligible veterans. I am very appreciative of the fact that 
I have been afforded an opportunity to make at least a small 
contribution to the medical care of war veterans since 
December 1946, and I am thankful to you and other members 
of Congress who have so conscientiously provided financial 
and moral support to this very commendable and essential 
program. My views and specific comments on the subjects 
mentioned in your letter of February 3, 1960 are as follows: 


I, RecrviTMENT OF PERSONNEL AND Pay ScALEe 


A. Pay Scate 


1. The salary scale in the Department of Medicine and 
Surgery is definitely inadequate for the recruitment and re- 
tention of a sufficient number of qualified physicians, den- 
tists, and nurses. This inadequacy in salary scale applies 
to physicians and dentists in all grades and to all positions 
in the Department of Medicine and Surgery beginning with 
the position of Chief Medical Director and extends through 
his medical administrative supporting staff down to the 
lowest or junior grade physician. 

2. This inadequate salary applies to those physicians who 
are essential in the administration of the over-all medical 
program in our Central Office, in our Area Medical Offices 
and to the Managers of our hospitals and outpatient clinics. 
It also applies to those physicians who are performing clini- 
cal work in the direct care of patients in our hospitals and our 
outpatient clinics and to those engaged in research work to 
protect and improve the health of all mankind throughout 
the world. 

3. The Veterans Administration is participating in the 
training of some 2,500 to 2,600 physicians in our residency 
training programs in Veterans Administration hospitals 
throughout the United States each year. This training is 
not only desirable but essential for young physicians before 
they go into private practice and assume total responsibility 
for the health and welfare of citizens in the various com- 
munities throughout the United States or in our Veterans 
Administration medical program. After completion of resi- 
dency training these physicians are usually highly competent 
to provide adequate medical care to any and all patients 
who suffer from diseases in the physicians’ respective 
specialty fields. By the time they have completed their 
specialty training they will have expended time, funds, and 
efforts during four years of college, four years of medical 
school, one year of internship, and three, four, or five years 
of residency training and many will have reached an age in 
life when they have assumed family responsibilities includ- 
ing children of school age. During this long period of train- 
ing they will have expended large sums of money and will 
not have made sufficient money to pay the bare essential ex- 
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Trenton, N.J., Covering States of Delaware, Maryland, New 
Jersey, Pennsylvania, Puerto Rico, Virginia, West Virginia, 
and the District of Columbia 


VETERANS’ ADMINISTRATION, 
Trenton, N.J., February 12, 1960. 


The Honorable E. Teacug, 
Chairman, Committee on Veterans’ Affaire, 
House of Representatives, Washington, D.C. 


Dear Mr. TEAGUE: I would be most happy to express my 
viewpoint on the topics you have indicated in the agenda 
for discussion by the Area Medical Directors. I am grateful 
for the opportunity to do so. 

DANIEL K. Rosrnson, M.D., 
Area Medical Director. 


I. ReoRUITMENT OF PERSONNEL AND Pay SCALE 


A. It is my opinion that the salary scale in the Depart- 
ment of Medicine and Surgery, specifically for physicians, is 
not either structured properly or adequate in all grades. 
Since requirements in the Department of Medicine and Sur- 
gery consist of postgraduate training following graduation 
from medical school, or experience equal to postgraduate 
training, it does not seem logical to have the Junior or 
Associate grades as part of the pay scale. It seems to me 
the grade structure should be in four divisions and should 
be commensurate with responsibility assigned since most 
doctors have the same basic training. In keeping with the 
modern economy and the inflationary spiral which eventually 
leads to a lag in relation to the compensation of Federal em- 
ployee versus that in industry, a pay scale structure in the 
following manner would probably be more equitable. The 
pay scale must first assume certain basic tenets—one, is that 
the pay scale should be commensurate with responsibility, 
and this is a basic principle in all pay structures whether it 
is in industry or medicine. Two, there should be sufficient 
spread between designated categories on the pay scale to 
make promotion meaningful. Therefore, it would appear 
under these conditions, to meet the competition in the pro- 
fessional field, that we should have four grades consisting 
of Full, Intermediate, Senior, and Chief. Full Grade should 
commence at $9,500 and have added increments of $200 for 
four steps to reach a maximum of $10,300. The Interme- 
diate Grade should begin at $11,090, plus four increments of 
$200 each to reach a total of $11,890. Senior Grade should 
begin at $12,555, plus four increments of $200 to reach 
a total of $13,355. Chief Grade should commence at $13.,- 
970 with four increments of $200 each to reach a maximum 
of $14,770. To these should be added the 15 percent specialty 
allowance. This would then make the top limit of salary 
$16,985. Centralized positions, as Chiefs of Services, should 
be appointed at the third or fourth step of their grade. 

It is my opinion that the management team, consisting of 
the Manager and Director, Professional Services should re- 
ceive salary greater than that of any of their employees, 
which could probably be accomplished by 4-year statutory 
appointments at a level at least $500 above that of the high- 


San Francisco, Calif., Covering States of Alaska, Arizona, 
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VETERANS ADMINISTRATION, 
San Francisco, Calif., February 10, 1960. 


The Honorable OLIN TEAGUE, 
House of Representatives, 
Washington, D.C. 
DEAR Mr. TeaGuE: This is in reply to your letter of Febru- 
ary 8, 1960, concerning the hearings of the Committee on 


Veterans Affairs. 
C. H. Francis, M.D., 
Area Medical Director. 


1. RECRUITMENT OF PERSONNEL AND PAy SCALE FOR EMPLOYEES 
OF THE VETERANS ADMINISTRATION DEPARTMENT OF MEDI- 
CINE AND SURGERY 


The present salaries are hardly adequate. They are defi- 
nitely inadequate for physicians and specialists of all grades 
in Radiology, Pathology, and Psychiatry. This is particu- 
larly true for the States of California and Washington, where 
the pay scale for physicians outside the Veterans Administra- 
tion is higher. It would not be advisable to raise these 
specialty categories without also raising the pay of all physi- 
cians in the Veterans Administration. We feel that the size 
of the increase should be approximately $1,500 per year in 
all grades. This would allow us to recruit physicians for 
the present vacant positions and recruit a better grade of 
physicians in all categories. It would also tend to prevent 
loss of physicians to private practice. Physicians would be 
attracted into administrative positions such as Director, Pro- 
fessional Services, and Manager, if a financial incentive were 
provided for the additional responsibility. 

While the Department of Medicine and Surgery permits 
the payment of transportation of physicians in scarce cate- 
gories who have been recruited to their first assignment, this 
is not widely done at present, and it is the feeling of this 
office that this payment to the first job should be made more 
frequently. When such payment is made, there is sometimes 
a loss within a few months to private practice. There should 
be an agreement to insure keeping them for a period of a 
year and a half or two years in order to justify the expendi- 
ture for transportation. Implementation of this will require 
more employee travel money. Richer opportunities for edu- 
cation and research would help us to recruit superior profes- 
sional personnel. This, too, would require additicnal funds 
for employee travel. 

Another factor which would help recruit physicians and 
would also help to keep them, would be the permitting of them 
to retain royalties from books which they write. 


Columbus, Ohio, Covering States of Indiana, Illinois, 
Kentucky, Michigan, and Ohio 


VETERANS ADMINISTRATION, 
Columbus, Ohio, February 19, 1960. 


The Honorable OLIN E. TEAGUE, 
House of Representatives, 
Washington, D.C. 

Dear Mr. Treacve: Enclosed is a statement of my comments 
as you requested in your leter dated February 3, 1960. 

I appreciate that time does not permit testimony from each 
individual Area Medical Director. It is hoped that the in- 
formation I have submitted will be of some assistance to you. 

Sincerely yours, 
H. ScHLESINGER, M.D. 
Area Medical Director. 


COLUMBUS AREA OFFICE COMMENTS ON AGENDA 
FOR DISCUSSION BY AREA MEDICAL DIRECTORS 


I. RECRUITMENT OF PERSONNEL AND Pay SCALE 


1. Salary scale of the Department of Medicine and Sur- 
gery—is it adequate? If so, in all grades? If inadequate, 
what positions and suggestions do you have to offer with 
regard to pay? 

The salary scale in DM&S is not adequate in any grade. A 
general increase in all grades for doctors is indicated. To 
really compete salary-wise with salaries in other than the 
VA, a pay scale as follows is indicated: 


the 15 percent board differential being retained. There is 
no longer need for the Junior grade. The Director, Pro- 
fessional Services, should receive at least $500 more than any 
other physician and the Manager $1000 more, both irrespec- 
tive of Board certification. It is realized that such a radical 
increase could not be effected in an immediate pay bill 
presentation. Therefore for the present I would recommend 
an orderly improvement by elimination of the Junior Grade, 
and a $1000 across-the-board raise, with a minimum of $300 
differential for the DPS and $600 for the Manager. 

With nurses the following is recommended: an across-the- 
board $200 (approximately) raise for the lower grades, and 
putting the Assistant Director grade at a level so that pay 
would be equivalent to other Chiefs of Services in nonpro- 
fessional fields. 


We are attracting topflight people to the VA hospitals for 
the reason that the institutional practice such as we have 
is more desirable than that available in private or industrial 
practice, and their association with academic medicine and 
teaching and research atmosphere of the VA hospital is more 
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Columbus, Ohio, Covering States of Indiana, Illinois, 
Kentucky, Michigan, and Ohio 


VETERANS ADMINISTRATION, 
Columbus, Ohio, February 19, 1960. 


The Honorable OLIN EB. TEAGUE, 
House of Representatives, 
Washington, D.C. 

Dear Mr. Tracue: Enclosed is a statement of my comments 
as you requested in your leter dated February 3, 1960. 

I appreciate that time does not permit testimony from each 
individual Area Medical Director. It is hoped that the in- 
formation I have submitted will be of some assistance to you. 

Sincerely yours, 
H. SCHLESINGER, M.D. 
Area Medical Director. 


COLUMBUS AREA OFFICE COMMENTS ON AGENDA 
FOR DISCUSSION BY AREA MEDICAL DIRECTORS 


I. RECRUITMENT OF PERSONNEL AND Pay SCALE 


1. Salary scale of the Department of Medicine and Sur- 
gery—is it adequate? If so, in all grades? If inadequate, 
what positions and suggestions do you have to offer with 
regard to pay? 

The salary scale in DM&S is not adequate in any grade. A 
general increase in all grades for doctors is indicated. To 
really compete salary-wise with salaries in other than the 
VA, @ pay scale as follows is indicated: 


the 15 percent board differential being retained. There is 
no longer need for the Junior grade. The Director, Pro- 
fessional Services, should receive at least $500 more than any 
other physician and the Manager $1000 more, both irrespec- 
tive of Board certification. It is realized that such a radical 
increase could not be effected in an immediate pay bill 
presentation. Therefore for the present I would recommend 
an orderly improvement by elimination of the Junior Grade, 
and a $1000 across-the-board raise, with a minimum of $300 
differential for the DPS and $600 for the Manager. 

With nurses the following is recommended: an across-the- 
board $200 (approximately) raise for the lower grades, and 
putting the Assistant Director grade at a level so that pay 
would be equivalent to other Chiefs of Services in nonpro- 


fessional fields. 


Intermediate Grade ____- 7, 000 
8, 300 


We are attracting topflight people to the VA hospitals for 
the reason that the institutional practice such as we have 
is more desirable than that available in private or industrial 
practice, and their association with academic medicine and 


teaching and research atmosphere of the VA hospital is more 


Atlanta, Ga., Cevering States of Alabama, Florida, Georgia, 
Mississippi, North Carolina, South Carolina, and 
nessee 


VETERANS ADMINISTRATION, 
Atlanta, Ga., February 16, 1960. 


The Honorable E. TEAGUE, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, 
Washington, D.O. 

Dear Mr. TeaGuE: Thank you for the opportunity of com- 
meeting upon the questions you have submitted. 

In order to simplify the task of review, we will list each 
question and follow it with specific comments. 


Sincerely, 
Joun G. Hoop, M.D. 
Area Medical Director. 


AGENDA FOR DISCUSSION BY AREA MEDICAL 
DIRECTORS 


I. RECRUITMENT OF PERSONNEL AND PAY SOALB 


Question: Salary scale of the Department of Medicine and 
Surgery—is it adequate? If so, in all grades? If inadequate, 
what positions and suggestions do you have to offer with 
regard to pay and/or working conditions or other induce- 
ments for the recruitment of personnel? 

Comment: In my opinion the salary scale in essentially all 
grades in the Department of Medicine and Surgery is inade- 
quate. During recent years interested officials at many levels 
of government have attempted to establish an adequate sal- 
ary structure for physicians, dentists, amd nurses paid 
under the provision of Public Law 85-56. Some improve- 
ments have been effected and these have assisted us in re- 
cruiting and retaining some of our best professional people. 
Rven so, we continue to lose professional personnel of high 
calibre. We are having increasing difficulty in recruiting 
this type of individual because of the fact that we are not 
able to compete with the salaries offered by other types 
of institutional health programs. The following suggestions 
are offered : 

(1) An inerease in the salary seale of Associate through 
Chief Grade for physicians and dentists occupying positions 
in hospitals, clinics, and domiciliaries. 

(2) An additional supplement to the salaries of physi- 
cians and dentists in key administrative positions at field 
stations; e.g., medical managers, directors of professional 


services, and chiefs of large clinical services. 
(3) At field stations an inerease in salaries for nurses in 


all grades and a supplemental increase in pay for those 
occupying key administrative and supervisory posi- 
tions. 

(4) An increase in the salary structure on a graduated 
scale for DM&S personnel in Central Office and Area Offi- 
ces with the assignment of new grades where necessary. 
The salary increase for Area Office personnel should reflect 
their expanding functional activities with assignment to 
higher grades or salary increases according to position re- 
sponsibilities. 

Generally speaking, working conditions for professional 
personnel are quite satisfactory. 

There are a few additional fringe benefits which might fa- 
cilitate recruitment. Many of our professional and top man- 
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St. Louis, Mo. Covering States of Arkansas, Colorado, 
Kansas, Louisiana, Missouri, New Mexico, Oklahoma, and 
Texas 


penses incident to their long periods of training. Upon com- 
pletion of their formal training many of these physicians 
would like to become career employees in the Veterans Ad- 
ministration and would in fact be a distinct asset to the Vet- 
erans Administration Department of Medicine and Surgery 
program. However, at this period of their training and ex- 
perience we cannot pay them a salary which is consistent 
with their investment in such training and only a small per- 
centage of the amount of money they can realize from private 
practice or receive from other institutions or agencies. The 
result is that although the VA has made a monumental con- 
tribution to American medicine and to improved medical care 
to the American public, because of the restricted and inade- 
quate amount of pay the Veterans Administration can offer 
this group of excellently trained physicians, their much 
needed services as career employees are lost to the Veterans 
Administration. 

4. Some of these well trained physicians assist us tem- 
porarily on a part-time or attending basis until they build 
up private practices provided Veterans Administration hos- 
pital facilities are available in their communities. However, 
the Veterans Administration needs well-trained, full-time 
career physicians to operate its extensive medical program. 
In order to attract physicians with the desired and needed 
training and experience for its medical program, the Veterans 
Administration must be able to pay higher salaries to these 
people than is currently authorized. 

B. Recruitment 

Highly trained and experienced physicians in all special- 
ties are difficult to recruit and retain because of the low 
salaries the Veterans Administration is authorized to pay. 
This inadequate salary applies to physicians in the fields of 
both clinical medicine and administrative medicine. In the 
field of clinical medicine there are scare categories in this 
Medical Area in specific specialties such as psychiatry, path- 
ology and radiology and in these specialties the Veterans 
Administration is dependent largely upon consultant and 
attending staff coverage and in some instances this service 
is not entirely adequate and is more expensive than it would 
be with full-time staff who could be recruited and retained 
if the salaries were more adequate. 


Trenton, N.J., Covering States ‘of Delaware, Maryland, New 


Jersey, Pennsylvania, Puerto Rico, Virginia, West Virginia, 
and the District of Columbia 


est paid employee of the hospital. This would then bring 
the maximum to $17,485. This would be more in line with 
the type of salary and payment for responsibility which is 
now encountered in industry and educational institutions and 
larger hospitals. 

As far as the Area Office is concerned, the indi 
sponsible for programs should receive at least $500 
of the top level of their counterparts in the fiel is as- 
sumed that Central Office personnel would recei¥ propor- 
tionate increases. This then woyld give us a morg realistic 

‘oper spread between grades 


ls re- 
ve that 


and enable us to recruit high Quality personnel for the top 
management positions in th 


Veterans Administration 
hospitals. 
I believe this type of pay struéture would do a number of 


1. It would help recruitme 
sonnel in the Department of 
larly Radiology, Pathology, Ne 
specialties, 2 

2. It would decrease the turnover or loss of physicians from 
our hospitals to accept better paying positions. 

3. It would adequately compensate the people responsible 
for the activities of the hospital and increase their stature in 
the eyes of their staff. 

4. It would enable us to recruit for the position of Manager 
and Director, Professional Services and obtain a higher qual- 
ity individual since at the present time there is no financial 
advantage in accepting greater responsibilities. 

5. Also, as part of the fringe benefits, the question of quar- 
ters for professional personnel and their families should be 
taken into consideration. By that I mean the quarters 
should be of such type as to be consistent with the standard 
of living that is expected of individuals in these positions. 

B. The medical personnel that are the most difficult to 
recruit in this area consist of psychiatrists, neurologists, 
radiologists, internists, pathologists, orthopedic surgeons, and 
directors, professional services. 
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Columbus, Ohio, Covering States of Indiana, Illinois, 
Kentucky, Michigan, and Ohio 


to their liking and personal attitude, not because of the pay 
seale. They join us more for the advantage of this profes- 
sional attitude than the money involved. However, if they 
become unhappy in the former, they can always return to 
private practice and ease their unhappiness by a much 
larger income. Sooner or later the lower income “stings” 
since no matter how happy the doctor is in doing his work, it 
does not compensate for the economic stress his family places 
on him. 

There are approximately 3,000 physicians in the residency 
training program in the VA today. From this large reser- 
voir we retain not more than 10 percent of those finishing 
their training because we are unable to compete with outside 
monetary inducements. Of the 10 percent remaining, we lose 
a large number after they spend a relatively short period 
of time (2 to 3 years) inthe VA. Again, in this group it is 
because of the lack of adequate monetary compensation. 

In addition to the above, something must be said about 
the Area Office medical personnel. In order to obtain medi- 
cal personnel of quality and experience, these persons should 
be drawn from the field. At present there is no differential 
in pay. As a matter of fact, there is an increased cost to 
the average physician joining the staff. Since I have joined 
the Area Office I have had two additional physicians join who 
relate the same experience, i.e., that the first year caused 
a net deficit of $3,000. The demands on persons in this 
office, aside from skill and ability, for travel and personal sac- 
rifice are such that they should be at least economically 
secure. 

I recommend that the Area Medical Director be changed 
to Assistant Chief Medical Director grade, the Area Director, 
Professional Services, in Area Office be changed to Assistant 
and paid the same, and that all DM&S be raised to Director 
grade in Area Office. 

and/or working conditions or other induce- 
ments for the recruitment of personnel? 

I have touched on this a little with reference to pay. I 
think there should be no harassment or uncertainty with 
regard to the continuation of the educational and research 
programs in the VA. The one single statement I have heard 
most from physicians is that they have an uneasiness each 
year with reference to budgetary support. A progressive, 
sound support for training and research should be fixed. 

Physicians should be permitted one trip a year to a meeting 
of their choice in their specialty at government expense. 

The quarters in general on stations are for the key per- 
sonnel. Quarters cost depending upon local appraisal leads 
to another injustice to physicians who are asked to move 
from one station to another. The same type of quarters may 
cost more in a high price area, yet the salary is the same. 
It is believed that if the cost of quarters is higher there 
should be an allowance for this purpose over and above base 
pay, or the simpler would be to go back to our previous sys- 
tem of having one quarters rate nationally. 

4 What medical personnel are difficult to recruit in your 
area? 

The following medical personnel are difficult to recruit in 
= ‘ie in order of priority (for which funds are avail- 
able) : 

Psychiatrists—26 vacancies last report. 

Pathologists—9 vacancies last report. 

Surgical specialties—9 vacancies last report. 

Anesthesiologists—4 vacancies last report. 

Radiologists—3 vacancies last report. 


Atlanta, Ga., Covering States of Alabama, Florida, Georgia, 
Mississippi, North Carolina, South Carolina, and Ten- 
nessee 


agement employees would appreciate greater opportunity to 
attend national and regional scientific and educational ses- 
sions with their contemporaries in other health services. 
This is being done to the extent that travel funds are avail- 
able. 

I suggest continuation of the authority to pay the moving 
expenses for selected professional personnel for initial as- 
signment. 

We feel that members of the permanent staff, except those 
required to reside on the station, should live in the sur- 
rounding neighborhoods and become a part of the commu- 
nity. However, at hospitals where space for housekeeping 
quarters is available it has been used beneficially by assign- 
ment to staff members in shortage categories, such as career 
residents who are engaged in a period of training or serving 
periods of obligated service. 

Question: What medical personnel are difficult to recruit 
in your area? 

Comment: Qualified psychiatrists are exceedingly difficult 
to recruit in this area. Internists, pathologists, radiolo- 
gists, physiatrists, and some of the sub-specialists in surgery 
also belong in the difficult recruitment category. In our 
hospitals, clinics, and domiciliaries we have experienced vary- 
ing degrees of difficulty in recruiting psychologists, nurses, 
dietitians, social workers, and well trained therapists and 
technicians. This is particularly true in areas not adjacent 
to population centers and in a few instances it has resulted 
in a restriction in the operating bed level over and above 
the demand for hospitalization of the amount of fiscal sup- 
port available. 
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II. Funp ALLOCATION AND Costs 


A. Commence on allocation of funds based on turnover rate 

1. The Veterans Administration does consider the turn- 
over rate of patients in a hospital as one of the many factors 
in determining the amount of annual funds allecated to the 
station. However, the predominant type of patient which 
is cared for at a station has a far greater impact on the cost 
of patient care than does the turnover rate. 

2. To use the turnover rate of patients as the primary 
basis for allocation of funds would require numerous 
classifications of patients in a hospital and could lead to 
7 ale confusion and many inequities in the distribution of 

nds. 

‘3. For example: A hospital located in a small community 
with no appreciable waiting list may admit many patients 
with minor ailments which require only a very short period 
of hospitalization, a minimal of nursing care, few drugs, no 
transfusions and no surgery, and low transportation costs. 
Also if beds are readily available in a hospital, a veteran may 
be admitted for a short period of observation requiring a 
minimal number of diagnostic procedures and professional 
and nursing eare. This hospital might show a rapid turn- 
over rate or a short hospital stay because of the nature of 
the cases. 

4. On the other hand, there are hospitals which are staffed 
and equipped to handle most any type of serious case that 
may be admitted locally or transferred to it from smaller 
and less completely staffed and equipped hospitals or which 
have, in addition, a large waiting list and admit few patients 
which are not emergency or seriously ill, and which may re- 
quire 24-hour special nursing service, many blood transfu- 
sions, extensive surgery, expensive medication, expensive 
diagnostic and laboratory procedures, etc., all of which are 
very costly. These types of cases may also require much 
longer periods of hospitalization than the less ill and less 
complicated cases and they may haye to be retained in the 
hospital until they die and require much attention and care 
during the entire period of 

5. It is rather simple to differentiate, for funding pur- 
poses, the custodial type of psychiatric patient who may re- 
main for years in a hospital at relatively little cost and the 
acute psychotic case who may remain only a few weeks or 
months in the hospital and receive much intensive and more 
expensive care; also the patient with tuberculosis, and the 
chronic long-term and neurological cases. However, some of 
these types of cases require much care and others a less 
amount of care. The Veterans Administration does consider 
all of these factors including the turnover rate in the allo- 
cation of funds to a station. 

6. A low turnover rate may be partially due to lack of 
funds for adequate staff to process the discharges and in- 
crease the turnover rate and in such instances corrective ac- 
tion is attempted by Area Offices and Central Office. Area 
Offices are continuously checking into and evaluating these 
factors. This office does not believe that the turnover rate 
should be the sole or even the primary basis for allocation of 
funds to a hospital. 


B. Cost per specific disability or disease 


1. This Area Office does not know the exact cost for treat- 
ment of specific disabilities such as appendectomy and her- 
niorrhaphy in each of the hospitals in its area of jurisdiction. 
Representatives from this office do, however, constantly check 
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II. Funp ALLOCATION AND Costs 


A. There is no question but that hospitals that are actively 
engaged in teaching and research and have a well qualified 
staff have a higher turnover rate than those institutions 
which are not as active in those areas. This higher turnover 
indicates that the bed utilization rate is very much greater 
in this type of hospital than one with a low turnover. In 
view of the increase in numbers of programs in this type of 
hospital, consideration is given, and properly so, in the allo- 
cation of funds to them. 

B. We have no statistics in this office concerning the cost 
for the treatment of specific disabilities in each of the hos- 
pitals under this office’s jurisdiction. It would be rather 
difficult to estimate the cost on this basis rather than per 
diem because although you may give a title of a specific dis- 
ability to a given patient there are so many other factors 
that enter into his treatment that it would be difficult to 
allocate a definite cost for a specific disability. 

C. From the statistics that I have observed, it is my 
impression that the cost of medical care of the hospitals 
under my jurisdiction is less than that of equal private in- 
stitutions. If a comparison is made on a program basis 
rather than an overall basis, the Veterans Administration 
hospitals have many cost areas which are included in the 
per diem costs. These may or may not be included in the 
cost of private hospitals. If included in the cost of private 
hospitals, we are still probably under their per diem cost 
as indicated by their requests for reimbursement from the 
welfare agencies for their indigent patients. Many of these 
hospitals are requesting a rate running from $26 to $36 per 
day for the indigent patients from the various State or local 
welfare agencies. It is probably less in most State institu- 
tions, particularly in the psychiatric type of hospital. This 
is primarily due to the fact that the quality of care and 
staffing does not meet the standards set in most cases by the 
American Psychiatric Association. Those institutions which 
are progressive and offer the same quality of care that the 
VA hospitals offer are probably fairly consistent in the area 
of per diem cost with the VA hospitals. 

D. We have no information in this office as to the average 
cost for caring for the average veteran projected over a 10- 
year period. 

E. In my opinion the employee ratio of employee-patient 
in neuropsychiatric hospitals, and this would be subject to 
change depending on the type of construction and age and 
number of buildings concerned, should be one to one. Tuber- 
culosis hospitals should probably have an employee-patient 
ratio of one and a half to one, and the general medical and 
surgical should have an employee ratio of two to one. This 
ratio is now accepted and utilized in most private hospitals 
and many of the better institutions are even exceeding it. 

F. I am of the opinion that the consultant and attending 
fees are not adequate in this area to attract the type of as- 
sistance that hospitals should have. In order to receive the 
proper assistance and have the hospital consultants and at- 
tendants spend an adequate amount of time at the hospital 
their fees should be increased over what they are at the 
present time. This would attract the better qualified con- 
sultant and attendant and enable them to spend more time 
at the hospital. 
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2. FuND ALLOCATION Costs 


I feel that hospitals with a high turnover rate should 
receive a higher Primary Fund Allocation because of this 
turnover. 

While we do determine occasionally the number of days 
in VA hospitals required to treat certain conditions, ie. an 
uncomplicated appendectomy or herniorrhaphy, we have 
done no detailed cost studies on these conditions per se. Ac- 
curate cost studies are very expensive. We do know that 
service-connected veterans hospitalized in voluntary general 
medical and surgical hospitals have an average cost on the 
West Coast of $117 per day. Medical cases cost $51 per 
day. In State and Municipal general medical and surgical 
hospitals on the West Coast, the average per diem rate for 
miscellaneous cases is $28 per day. The average per diem 
rate for Veterans’ Administration general medical and surgi- 
cal hospitals in the same geographical area was $26 per day. 

We do not believe that the cost of a hospital episode is a 
realistic figure for comparison between VA Hospitals and 
the usual community hospital. The episode of hospitaliza- 
tion in a Veterans Administration hospital usually includes 
the medical work-up and the post-operative treatment, a large 
proportion of which is done in the private doctor’s office when 
a patient is taken care of in a community hospital. When a 
patient is in a Veterans Administration Hospital, all his dis- 
abilities are treated, thus prolonging stay, while in a commu- 
nity hospital only the primary condition for which he is ad- 
mitted is usually treated. This would give a lower hospital 
episode cost for the community hospital, but the service to 
the veteran is more adequate in a Veterans Administration 
Hospital. 

We do not have information as to the average cost of 
earing for the average veteran, projected over a 10 year 
period. 

The employee ratio per patient should vary from 1.5, up to 2 
employees per patient in general medical and surgical hospi- 
tals. The employee-patient ratio in Neuropsychiatric Hos- 
pitals should vary from 1 to 1.5 employees per patient. 

I feel that consultant and attending fees in this area are 
generally adequate. Our hospitals can still recruit attendings 
and consultants. Special situations where consultants have 
to travel long distances, as for instance in the Los Angeles 
Area, consideration should be given to added payment for 
the distance traveled, since this consumes considerable time 
when the doctor has to be away from his private office. 
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II. Funp ALLOCATION AND Costs 


1. Should there be a different system used for hospitals 
having a high turnover rate as contrasted with those in- 
stitutions which have a low or small turnover rate? 

No. Turnover rate is not in itself a good index for fund 
allocations. Hospitals are not comparable in all respects. 
A high turnover rate at one hospital as against a low 
turnover rate at another hospital does not necessarily mean 
a difference in cost. The important factor is what is causing 
the high turnover or what is causing the low turnover. It 
could be readily understood that at a hospital such as one 
we have in Chicago with a large proportion of tumor cases 
and patients with complicated illnesses, the turnover rate 
will be low, but the treatment costs for these patients will be 
high. On the other hand, we might have a hospital with 
relatively fewer modalities available who could admit and 
discharge patients with a high turnover rate at even a lower 
cost than the hospital with the low turnover. We cannot 
prove statistically that there is any relationship between 
— rate and either per diem cost or staff to patient 
ratio. 


2. Does your office know the cost for the treatment of 
specific disabilities in each of the hospitals under your 
jurisdiction? For example, the cost for an appendectomy 
or a herniorrhaphy. Is this a more realistic estimate of cost 
than the per diem basis? 

No. This would make a most unrealistic estimate of 
cost. It would be difficult to be sure how much should be 
apportioned to each of the disabilities of a specific patient. 
In the course of finding specific conditions for which treat- 
ment is needed, we study the patient as a whole. Some 
of these studies prove fruitless since no disease is found in 
the area sought. We would have to charge these studies to 
no specific disability. We believe this would be impracticable 
unless a patient were only treated or studied for one thing 
at a time and this is not considered adequate modern 
medicine. The patient is a single complex mechanism and 
each part of him is related to all others in disease as well 
as in health. 


3. Is the cost of medical care in the hospitals under your 
supervision higher than those in private or state institu- 
tions? If so, why? 

The cost of medical care in our hospitals is lower than 
in any other hospitals giving comparable care. They are 
higher than State institutions primarily because we give a 
more comprehensive degree of patient care. This is particu- 
larly true in Dietetics, PM&R, Social Work Service, Nursing 
and other activities. In addition, some State hospitals use 
their NP patients as a labor group in maintenance and 
farming. 


4. Do you have any information as to the average cost for 
caring for the average veteran projected over a ten-year 
period? 

I do not. 

5. What should be the employee ratio per patient, in your 
opinion? 

GM&S hospitals—2 to 1. 

NP hospitals—1 to 1. 

6. Are consultant and attending fees adequate in your 
area to attract the type of assistance that you require? If 
the answer is no, indicate the level to which you think these 
fees should be increased. 
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II. Funp ALLOCATION AND Costs 


1. Should there be a different system used for hospitals 
having a high turnover rate as contrasted with those in- 
stitutions which have a low or small turnover rate? 

No. Turnover rate is not in itself a good index for fund 
allocations. Hospitals are not comparable in all respects. 
A high turnover rate at one hospital as against a low 
turnover rate at another hospital does not necessarily mean 
a difference in cost. The important factor is what is causing 
the high turnover or what is causing the low turnover. It 
could be readily understood that at a hospital such as one 
we have in Chicago with a large proportion of tumor cases 
and patients with complicated illnesses, the turnover rate 
will be low, but the treatment costs for these patients will be 
high. On the other hand, we might have a hospital with 
relatively fewer modalities available who could admit and 
discharge patients with a high turnover rate at even a lower 
cost than the hospital with the low turnover. We cannot 
prove statistically that there is any relationship between 
turnover rate and either per diem cost or staff to patient 
ratio. 


2. Does your office know the cost for the treatment of 
specific disabilities in each of the hospitals under your 
jurisdiction? For example, the cost for an appendectomy 
or a herniorrhaphy. Is this a more realistic estimate of cost 
than the per diem basis? 

No. This would make a most unrealistic estimate of 
cost. It would be difficult to be sure how much should be 
apportioned to each of the disabilities of a specific patient. 
In the course of finding specific conditions for which treat- 
ment is needed, we study the patient as a whole. Some 
of these studies prove fruitless since no disease is found in 
the area sought. We would have to charge these studies to 
no specific disability. We believe this would be impracticable 
unless a patient were only treated or studied for one thing 
at a time and this is not considered adequate modern 
medicine. The patient is a single complex mechanism and 
each part of him is related to all others in disease as well 
as in health. 


8. Is the cost of medical care in the hospitals under your 
supervision higher than those in private or state institu- 
tions? If so, why? 

The cost of medical care in our hospitals is lower than 
in any other hospitals giving comparable care. They are 
higher than State institutions primarily because we give a 
more comprehensive degree of patient care. This is particu- 
larly true in Dietetics, PM&R, Social Work Service, Nursing 
and other activities. In addition, some State hospitals use 
their NP patients as a labor group in maintenance and 
farming. 


4. Do you have any information as to the average cost for 
caring for the average veteran projected over a ten-year 
period? 

I do not. 

5. What should be the employee ratio per patient, in your 
opinion? 

GM&S hospitals—2 to 1. 

NP hospitals—1 to 1. 

6. Are consultant and attending fees adequate in your 
area to attract the type of assistance that you require? If 
the answer is no, indicate the level to which you think these 
fees should be increased. 
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II. FUNp ALLOCATION AND Costs 


Question: Should there be a different system used for hos- 
pitals having a high turnover rate as contrasted with those 
institutions which have a low or small turnover rate? 

Comment: In my opinion further efforts should be made 
to improve the present system rather than a change of the 
system. It has been difficult to establish a system for allo- 
cating budget funds in relation to relative need which would 
both identify and evaluate the many variable factors. The 
present system, evolved and refined over a period of years, 
calls for the assignment of an operating level of average 
daily patient load for which is computed an average staffing 
employee complement. This basic staffing pattern has been 
modified and adjusted by specifie consideration of factors, 
such as size of hospital, type of patient, special treatment 
programs and facilities, patient turnover, formal education 
and training programs conducted, participation in research 
projects, type of buildings, number of nursing units, and 
others. 

It seems to me that there is enough flexibility in the pres- 
ent system to meet the needs of hospitals of all types and 
with even dramatic differences in characteristics. A review 
of the net per diem operating costs for the last fiscal year 
will give an indication of the emphasis placed on the specific 
individual circumstances at each hospital. As an example, 
one of our predominantly neuropsychiatric hospitals with 
an average daily patient load of approximately 1,200 had a 
per diem cost of $9.14 while a small general medical and 
surgical hospital with an average daily patient load of 66 
had a per diem cost of $31.45. 

Of the two base factors, the ADPL base has certain ad- 
vantages over the proposed turnover base: 

(1) Through experience we have become adept in its 
use and it has become a rather accurate instrument. 

(2) It is more stable, with less fluctuation than turnover, 

(3) It is less subject to “manipulation.” 

To a degree patient turnover rates reflect the quantity 
and quality of patient services supplied by the hospital 
teams, and the coordination of professional and administra- 
itve elements. To an even greater degree, however, it re- 
flects the type of patient admitted. All GM&S hospitals have 
waiting lists of cases desiring elective surgery including 
eategories such as. tonsillectomy and herniorrhaphy. It 
would be a relatively simple matter to admit large numbers 
of these cases during a rather short period and increase sub- 
stantially the annual turnover rate, distorting the staffing 
ratios and the apparent need for funds. 

(4) As the yeteran population ages, it appears that we 
must give more attention to long term patients. Since this 
type of patient is not conductive to rapid turnover, there 
would be resistance to the establishment of additional beds 
and the admission of additional patients in this category. 

It is recommended that continued efforts be made to im- 
prove the present system of allocation of funds. 

Question: Does your office know the cost for the treat- 
ment of specific disabilities in each of the hospitals under 
your jurisdiction? For example, the cost for an appen- 
dectomy or a herniorrhaphy. Is this a more realistic esti- 
mate of cost than the per diem basis? 

Comment; Statistical data of this type are maintained in 
Central Office and injected into program planning at the 
national level. Specific comparisons have been helpful in 
focusing attention upon staffing patterns and the effect of 
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the operations, complications, length of stay, turnover rate 
and other factors at each of the hospitals and attempt cor- 
rective action when and where indicated. 

2. It would be literally impossible to use disease categories 
alone to estimate cost of operations of a hospital because of 
the enormous number of diseases and disabilities seen in a 
hospital, the multiple disabilities in individual patients who 
are treated in our hospitals, and the yariable costs in the 
treatment of patients with somewhat comparable primary 
disabilities or diseases but with other adjunct or entirely 
separate complaints and diseases. 

3. The placing of an average cost tag on specific diseases 
or disabilities is not a more realistic estimate of cost than 
the per diem basis. The daily routine overhead costs con- 
tinue regardless of the diagnosis of patients in the hospital 
on any specific day. 

4. To base the allocation of funds for the operation of a 
hospital on a specifically established cost of treating specific 
and various diseases and disabilities is not practical for 
many reasons. For example, a hospital cannot estimate 
how many veterans with simple, uncomplicated diseases or 
disabilities in the various categories will be admitted to a 
specific hospital over a future 12-month period and it would 
not be practical to attach a cost tag to the treatment of each 
of an enormous number of diseases, even for uncomplicated 
diseases. 

C. I have not had an opportunity to obtain the actual per 
diem cost of medical care in the private hospitals and state 
instiutions in the eight state area under the supervision of 
this office. We have obtained some general cost figures of 
some of the private and state institutions; however, these 
costs vary greatly in the various hospitals as do the quality 
and extent of medical care and services provided. Although 
our information is not complete, it would indicate that when 
comparable hospitals, services and quality of care in private 
hospitals and state institutions are compared with Veterans 
Administration hospitals the costs of such total care are 
higher in civilian hospitals than in Veterans Administration 
hospitals. 

D. We do not have any accurate information as to the 
average cost of caring for the average veteran projected over 
a 10 year period. 

E. The desired or essential ratio of employees per patient 
varies greatly for different types of patients, based on the 
extent of total patient rehabilitation for which the hospital 
assumes responsibility. For acute and seriously ill patients 
who require major surgery, 24 hour special nursing service, 
repeated blood transfusions, oxygen and other major life 
saving measures and repeated laboratory procedures over 
long periods of time, the ratio of 2 to 3 employees per patient 
is essential for direct patient care. For other types of pa- 
tients who require a lesser amount of constant personal 
attention yet considerable continuous treatment and rehabili- 
tative measures the ratio of 1144 employees per patient is 
adequate. In another group of chronic patients such as 
psychiatric, neurologic or chronic long-term cases who re- 
quire primarily custodial and protection care plus rehabilita- 
tive measures, adequate care can be provided with as few 
as one employee or in some instances less than one employee 
per patient. However, some of these patients who have in- 
continence of urine and bowels and must be spoon or tube 
fed and turned over in bed at frequent intervals require much 
more than one employee per patient. 
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In general I have had no question with reference to the 
fees for consultants and attendings in the large teaching 
areas. The only instances in which I find any problem is 
when our hospital is remote and the station has an insuf- 
ficiency of funds to adequate compensate the visiting physi- 
cian for the time of his absence from his office. The prob- 
lem in this area is not so much the individual fee, but rather 


the overall allocation of funds being inadequate to support 
the number of consultants and attendings needed in some 


hospitals. 
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proper scheduling and good administrative practices upon 
turnover rates, 

It might well be considered a factor to be used in the 
present method of allocating funds, but should not be con- 
sidered a substitute for other and more significant indexes. 

Question; Is the cost of medical care in the hospitals under 
your supervision higher than those in private or state in- 


stitutions? If so, why? 
Comment: The cost of medical care in the hospitals of 


this area is less than the cost of comparable private hos. 
pitals. Our costs are more when compared to some of the 
state institutions. It is difficult to compare operating costs 
at VA hospitals with those of private institutions because 
of rather significant differences in cost accounting systems. 
Generally speaking, the private hospital cost reflects charges 
for depreciation of buildings and equipment, which our sys- 
tem treats in a different manner, but does not contain 
charges for physicians, special nurses, and other types of 
special services which are included in our hospital operat- 
ing costs. Again, our hospitals are fully departmentalized 
where many hospitals smaller in size and limited in scope 
have not been able to provide the ancillary support required 
for comprehensive care and treatment programs. 

There is wide variation in the financial support provided 
for state institutions in this area and in the quality of serv- 
ices provided. A few institutions have been able to estab- 
lish programs which compare in quality with ours. Others 
have had limited success in obtaining operating funds and 
because of submarginal staffing patterns and services ren- 
dered, their operating costs are lower. 

Question: Do you have any information as to the average 
cost for caring for the average veteran projected over a ten- 
year period? 

Comment: We have been made aware of general informa- 
tion of this type which may be available in VA Central Office, 
but we have not prepared or received specific projections, 
We hope to participate in planning functions more actively 
in the future than we have in the past. 

Question: What should be the employee ratio per patient, 
in your opinion? 

Comment: Personnel requirements at any hospital will de- 
pend upon many factors prominent among which are the type 
of patient to be admitted, the scope of treatment he will be 
given and the physical facilities available. These will vary 
from time to time in an individual hospital, and between 
hospitals this variation is such that it would be quite un- 
likely that any two hospitals would require precisely the 
same staffing ratios. 

Thus, we would prefer to develop the specific personnel 
requirements for each individual hospital. The sum of these 
requirements might be compared to the average daily patient 
load at an area or national level, and such ratios may be 
considered meaningful. For any one hospital, however, the 
application of these national or area ratios would not be con- 
sidered appropriate. 

Question: Are consultant and attending fees adequate in 
your area to attract the type of assistance that you require? 
If the answer is no, indicate the level to which you think these 
fees should be increased. 

Comment: I believe that the fees now being used are ade- 
quate, At locations convenient to medical centers we have 
little difficulty in obtaining a coverage in most specialities. 
In those instances where visiting staff are required to travel 
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F. There are many localities in my area of responsibility 
where qualified consultants and attendings are not available 
locally and such visiting staff must travel rather great dis- 
tanees from larger cities. These visits require that the 
physician be away from his office and hospital patients for 
all or the greater part of a day. In such instances a con- 
Sultant at a $50.00 fee loses money when he visits one of our 
isolated hospitals. And an attending physician who main- 
tains a private office with a nurse and/or a receptionist, if it 
requires approximately one half day of his time to visit one 
of our hospitals in his home city at a fee of $25.00 per visit 
loses money when he makes such a visit. I believe in view 
of the progressive inflation in our country today that for the 
Veterans Administration to obtain the services of desired 
qualified physicians, the fee for an attending should be in- 
creased from the present $25.00 to a maximum of $35.00 and 
the fee for a consultant should be increased from the present 
$50.00 up to a maximum of $60.00 per day or visit. It should 
be noted that the consultant and attending fees have not been 
increased since Public Law 293 was established January 3, 
1946 and in spite of the increased cost of living and increases 
in the salaries of many other workers in other fields. 


III. TurNover Ratio 
A. Waiting Lists 

1. The waiting list provides some guide as to the need 
for hospital beds in specific cities or communities if the 
lists are reviewed at frequent intervals and the veterans 
are called into a clinic or hospital and examined to deter- 
mine the veterans need for hospitalization. However, this 
procedure is not always practical and would be expensive 
if no beds were available for admission of the veteran when 
he was called in for examination to determine his needs and 
it was necessary to him to return to his home and told that 
he would be called back for admission at a later date. 

2. Some veterans make application for admission to more 
than one hospital and some after making application for 
admission move on to another section of the country and 
the Veterans Administration hospital which carries him on 
the waiting list is not notified of his change of address. 

3. Some veterans are carried on the waiting list for long 
periods of time because they will not accept admission to 
any hospital other than the one at which they request ad- 
mission even though we may have vacant beds in another 
hospital, at some distance from his home, which is staffed 
and equipped to provide adequate care for him. In spite of 
a veterans’ refusal to acept admission at onther hospital, he 
is not dropped from our waiting list. 

4. In the case of psychiatric patients, the waiting list at 
some of our hospitals is quite large and at some of our 
neuropsychiatric hospitals we are admitting almost exclu- 
sively service connected cases or emergent cases and conse- 
quently many of the veterans are kept on the hospital’s wait- 
ing list for very long periods of time. In the meanwhile some 
are admitted to State and other hospitals while we retain 
them on our waiting list or lists. Such veterans are all non- 
service connected cases because we provide beds for all serv- 
ice connected cases promptly. 

5. The request for admission of some psychotic veterans 
is made by the veteran upon the insistence of members of the 
veteran’s family and he may decline admission when he is 
finally offered a bed in a Veterans Administration hospital 
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A. A waiting list is an index of the demand for services in 
any particular institution or area which the institution serv- 
ices. Utilized in this manner, it has meaning in that it plays 
a part in the projection of the care, facilities, and planning 
that would be necessary for this institution to do in order to 
supply all the services. It also can act as a controlling agent 
in relation to the average daily patient load in a hospital 
so that the peaks and valleys can be more adequately con- 
trolled. It has perhaps been prostituted in some areas in that 
it has not been used exactly for the purposes for which it 
was intended. It probably could stand some refinement and 
study. 

B. I would be in favor of the enactment of special legisla- 
tion, such as H.R. 7965, but only if adequate controls were 
exercised or written into the bill. Otherwise this could mean 
a very large outpatient service to non-Service-connected pa- 
tients which would increase the cost of this program tre- 
mendously, particularly in the area of staffing and drugs. I 
think if it were limited to certain categories of patients such 
as those requiring surgery or some difficult type of treatment, 
that if some workup could be done prior to admission, this 
would certainly help to increase turnover and decrease the 
length of stay. This would also require followup as a non- 
bed patient until maximum benefits have been obtained, and 
the patient can be discharged. It would require considerable 
thought to bring in adequate controls in such a bill so that 
it would not get out of hand and increase such costs as pre- 
viously indicated. 

C. I think that some of the ways in which we can obtain 
an increase in the turnover rate in the neuropsychiatric 
hospitals would be as you have indicated : 

1. Foster home program being enlarged. 

2. Increase in trial visits. 

8. Adequate staffing. 

4. Better quality of staff. 

5. Increased utilization of the modern concepts of psy- 
chiatry. For example, increasing the open ward type of 
treatment, increased use of day care clinics and in-between 
type clinics. These are now being studied and in certain 
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The waiting list does not truly represent bed demand. The 
patients who have urgent disabilities are frequently referred 
to other institutions in the community, when they are not 
service connected and when they cannot be accommodated in 
a Veterans Administration Hospital, thus they do not appear 
on the waiting list and hence the waiting list cannot be used 
as a true measure of demand. 

I would favor legislation such as H.R. 7960, which would 
permit Veterans Administration Hospitals to provide some 
form of outpatient care for non-service-connected cases prior 
to hospitalization and for post-hospital outpatient care where 
it would increase patient turnover. This would require addi- 
tional financing for presonnel and facilities, since these fac- 
tors are insufficient to assume the increased load which 
would result. 

An increased turnover in Neuropsychiatric Hospitals 
would result if frequent short-term admissions were pro- 
vided for, as is done in some Buropean countries where ad- 
mission and discharge is much easier, and continuous care, 
both inpatient and outpatient, is more readily provided. 
Turnover would also be promoted by the establishment of 
Mental Hygiene Clinics near all mental hospitals. 

The Foster Home Program should be facilitated. This 
would be promoted by assigning more personnel, particularly 
social workers, to this program. 

I believe that it would be wise for a hospital to keep the 
family ties active by frequent contact with the family in 
behalf of a veteran and by attempting to get the family or 
referring agency to accept the patient as soon as he is able 
to be cared for again by the family or the referring agency. 
It would be well for a time estimate to be given to the family 
as to the veteran’s probable length of stay in the Veterans 
Administration Neuropsychiatric Hospital so that the family 
or the referring agency would have a tentative period in 
mind and be prepared to accept the patient at the end of that 
time. 
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III. Turnover Ratio 


1. Discuss the waiting list question. Does it have any 
meaning or is it meaningless? Would you change present 
procedures? If so, how? 

This question can be answered yes or not. A waiting list 
ean be meaningful and it can be meaningless. The waiting 
list at most of our NP hospitals is meaningless since the 
policies of the hospitals outside the VA, particularly State 
hospitals, vary in their procedures. Some make application 
for transfer of veteran patients to the VA immediately after 
admission to the State hospital. In other States no transfer 
request is made except upon request of family or guardian. 
In other instances we find duplications on our waiting lists in 
NP hospitals. With reference to GM&S hospitals, one must 
be familiar with the hospital to know whether their waiting 
list is meaningful or not. In an area that has no publicly 
supported hospital, a waiting list might represent patients 
whose doctors (public or private) believe that hospitalization 
is indicated. In areas with adequate public hospitals, lack 
of a waiting list may mean that veterans are using other fa- 
cilities rather than waiting. I would not recommend any 
change that would affect our specific admitting policies from 
a medical point of view. The VA is conducting a study to 
determine veteran requirements for hospitalization by locale. 

2. Would you favor the enactment of legislation such as 
H.R. 7965 which would permit a hospital to provide some 
form of outpatient care for non-service connected cases to 
work up the case prior to hospital admission when determined 
to be needed and post-hospital outpatient care where it would 
increase turnover rate? 

I believe that the overall cost for the care of non-service 
connected cases would be more economical if pre- and post- 
hospital care were authorized on a well controlled medical 
need basis. 

8. Do you have any specific suggestions which, in your 
opinion, would lead to an inerease in the turnover rate in 
neuropsychiatric hospitals? 

Yes. Primary need here is for more personnel, equipment 
and better physical facilities. 
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1. Discuss the waiting list question. Does it have any 
meaning or is it meaningless? Would you change present 
procedures? If so, how? 

This question can be answered yes or not. A waiting list 
ean be meaningful and it can be meaningless. The waiting 
list at most of our NP hospitals is meaningless since the 
policies of the hospitals outside the VA, particularly State 
hospitals, vary in their procedures. Some make application 
for transfer of veteran patients to the VA immediately after 
admission to the State hospital. In other States no transfer 
request is made except upon request of family or guardian. 
In other instances we find duplications on our waiting lists in 
NP hospitals. With reference to GM&S hospitals, one must 
be familiar with the hospital to know whether their waiting 
list is meaningful or not. In an area that has no publicly 
supported hospital, a waiting list might represent patients 
whose doctors (public or private) believe that hospitalization 
is indicated. In areas with adequate public hospitals, lack 
of a waiting list may mean that veterans are using other fa- 
cilities rather than waiting. I would not recommend any 
change that would affect our specific admitting policies from 
a medical point of view. The VA is conducting a study to 
determine veteran requirements for hospitalization by locale. 

2. Would you favor the enactment of legislation such as 
H.R. 7965 which would permit a hospital to provide some 
form of outpatient care for non-service connected cases to 
work up the case prior to hospital admission when determined 
to be needed and post-hospital outpatient care where it would 
increase turnover rate? 

I believe that the overall cost for the care of non-service 
connected cases would be more economical if pre- and post- 
hospital care were authorized on a well controlled medical 
need basis. 

8. Do you have any specific suggestions which, in your 
opinion, would lead to an inerease in the turnover rate in 
neuropsychiatric hospitals? 

Yes. Primary need here is for more personnel, equipment 
and better physical facilities. 
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long distances, we have been permitted to give them added 
compensation. The consultants and attendings have shown 
a sincere interest in working with our patients, and I am not 
aware of any serious dissatisfaction with our financial ar- 
rangements. 


III. Turnover Ratio 


Question: Diseuss the waiting list question. Does it have 
any meaning or is it meaningless? Would you change pres- 
ent procedures? If so, how? 

Comment: I believe that the waiting list, although not a 
precise instrument, is a helpful indication of the demand 
for hospitalization in various categories. It is perhaps an 
incomplete index since there are usually applications in the 
various stages of processing, which have not yet been entered 
on the waiting list. Again, where sizable lists are main- 
tained other prospective applicants have been discouraged 
by the waiting period and have refrained from applying. 

Rather than a change in the present procedure, I would 
suggest continued vigorous efforts to maintain them on a 
current basis, and to achieve greater uniformity in our eligi- 
bility determinations. 

Question: Would you favor the enactment of legislation 
such as H.R. 7965 which would permit a hospital to provide 
some form of outpatient care for nonservice-connected cases 
to work up the case prior to hospital admission when deter- 
mined to be needed and posthospital outpatient care where 
it would increase turnover rate? 

Comment: I would favor legislation of this type to include 
only outpatient posthospital care for selected patients. This 
type of care would certainly increase the turnover rate and 
thereby make more beds available for other eligible patients. 
Clearly defined as to intent and judiciously administered, 
this added authority would in my opinion be beneficial to 
many patients and the hospitals. Systematic and orderly 
scheduling of selected patients to report for posthospital care 
could be readily accomplished. This program no doubt 
would require additional funds. Studies and estimates of 
such costs have not been made by this office. 

The other part of the proposed legislation contained in 
H.R. 7965 authorizing complete prehospitalization examina- 
tions on an outpatient basis would in my opinion have more 
undesirable features than beneficial ones. Patients belong- 
ing to a relatively small number of disease categories could 
be feasibly handled by this procedure. On reviewing the 
admissions of the average VA general medical and surgical 
hospital it can be seen that such outpatient examinations 
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6. There are a number of factors which either directly 
yh indirectly have a bearing (an effect) on our waiting 
ist, i.e. : 

a. Our hospital beds are not distributed according to the 
veteran population. We have more beds than we need to 
serve certain local communities in some areas and an inade- 
quate number for the veteran population in other areas. 

b. The veteran population has shifted in recent years to 
certain areas where our Veterans Administration hospital 
beds are inadequate to care for the eligible veterans. 

ec. The Veterans Administration could increase its turn- 
over rate of patients and better utilization could be made of 
the existing beds if our hospitals were more adequately 
staffed with professional, auxiliary and administrative per- 
sonnel. 

d. The waiting lists could be reduced if a veteran who re- 
fused to accept admission to a hospital other than the one he 
has made application to were dropped from the waiting list. 
However, we are more interested in the care and rehabilita- 
tion of veteran patients than we are in reducing the waiting 
lists and consequently we have not requested that the name 
of such veterans be arbitrarily dropped from the waiting list. 
We have no major change to suggest in the current waiting 
list procedures. 


B. Pre-hospitalization examinations and post-hospitaliza- 
tion follow-up care 


1. I have had an opportunity to read and study H.R. 7965 
and I am sure that this bill would, if enacted, reduce the 


length of hospital stay for certain of our GM & S cases who 
live in the communities of our Veterans Administration hos- 
pitals and could come to the hospital for their pre-admission 
examinations and return to their home at night prior to ad- 
mission without expense to the government and come back 


to the hospital when called in for admission. For this type 
of patient, where elective surgery was indicated, the pre- 
operative examination and many of the diagnostic tests could 
be accomplished on an outpatient basis. Veterans who live 
in the community of the hospital could also be discharged 
from the hospital at an earlier date because they could go 
home and return for post operative treatments and follow- 
up studies rather than remain in the hospital for much of 
this post operative care. 

2. The saving would not be as great for the veterans who 
come great distances to the hospital because hotel facilities, 
food and added transportation would be required for these 
veterans while they were getting their outpatient diagnostic 
examinations and tests -performed. Transportation costs 
would probably have to be paid to get them back to the hos- 
pital for post hospital treatment. 

8. The acute emergencies would be admitted upon arrival 
as is being done at present. 

4. This bill would permit the Veterans Administration to 
provide care for more veterans since more patients would 
use the same bed each year. 

5. The more rapid turnover rate would require more staff 
at all levels because more patients would be seen and cared 
for. More professional, technical and administrative staff 
would be required and it is likely that more X-ray and clin- 
ical laboratory space and staff would be required to do the 
additional work. In most instances more outpatient clinic 
space would be required at the hospital for the pre-admis- 
sion examinations and the post-hospitalization follow-up 
care. We have no estimate as to the additional cost for such 
added services but I am sure it would be quite considerable. 
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areas pilot studies are being done and evaluated. This 
should eventually lead to an increase in the turnover rate 
in neuropsychiatric hospitals. The use of these modern con- 
cepts, of course, involves all ancillary services such as psy- 
chology, social service, rehabilitation, ete. 

It would probably also be a good thing to reawaken the 
feelings of family responsibility; to have the family indi- 
cate at the time of admission that when the patient reaches 
maximum benefits that they would be willing to take him 
back home. 
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Given the above, NP hospitals could practice the newer 
concepts in treatment and thereby improve turnover rate or 
definitive cures, either of which is desirable. 

4. Should the foster home program be enlarged? 

Yes. Under existing laws the program is largely confined 
to those patients with money to pay their own way. This 
means that feasibility for placement is to a large extent de- 
pendent upon the individual’s own financial resources. To 
make this therapeutic program available to the total patient 
group, some provisions for financing are needed for the non- 
service connected group who seldom have regular income to 
support the cost. 

5. Do you believe that it would be wise for the family or 
agency requesting admission of a veteran to agree to ac- 
cept responsibility for the veteran’s care after he had re- 
ceived maximum hospital benefits? 

In order to accomplish the above it would be necessary to 
permit Social Work Service to review the problem with the 
veteran and family at his home prior to admission and an 
actual legal acceptance or agreement would not be necessary. 

The best way to elicit the cooperation of relatives and 
agencies is to develop an approach of mutual concern and re- 
sponsibility, rather than by a mandatory requirement for 
admission. Such a requirement would only serve to increase 
the family’s resistance and tend to isolate the patient from 
his family. Families are reluctant and fearful of taking on 
care of a patient where medical considerations are involved— 
they feel inept and unknowledgeable. But when they can 
see the medical treatment facility willing to support their 
efforts and stand with them in a crisis and be available for 
professional guidance, families can, and do, cooperate and 
put their available abilities to good use. The same general 
principles apply to nursing home operators, 

In this connection, VA should be supported in expanding 
“Home Care Programs” where the family members are 
oriented and trained by hospital staff to assume some limited 
nursing, PM&R, dietetic, etc., duties in the home care of 
patients. With such a program, the family home can become 
the convalescent center for some patients and, likewise, the 
eare of the chronically ill can be shifted from hospital to 
home for a sizable number of patients. 
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would be of very little benefit to the patient or the hospital 
except primarily for those in need of elective surgery. The 
acute cases of course would require immediate hospitaliza- 
tion at the VA hospital or elsewhere and in case of the 
chronically ill patient no advantage would be gained. 

Among the objections would be problems inherent in the 
administration of such a prehospitalization examination pro- 
gram. At our crowded hospitals beds for use of future ad- 
missions on a specific date might not be available because 
of the unpredicted admission of emergency cases. While 
scheduling patients for posthospital care could be satisfac- 
torily worked out by the doctor and his patient, it would be 
much more difficult in the case of prehospitalization exam- 
inations. The routine of the hospital staff would be dis- 
rupted and many patients would be inconvenienced, particu- 
larly those who reside some distance from the hospital. 

With our present admission procedures additional benefit 
can be gained by improved methods of effecting the admis- 
sion of patients for elective treatment and continued effort 
to decrease the time lag between the admission of the patient 
and the surgical or other treatment procedures. 

Question: Do you have any specific suggestions which, in 
your opinion, would lead to an increase in the turnover rate 
in neuropsychiatric hospitals? 

Comment: The basic problem is a shortage of psychiatrists. 
In most instances we have been able to build up the support- 
ing staff to acceptable levels. The long range solution ap- 
pears to be an educational one. The short range solution 
falls into categories of competitive recruitment and maximum 
utilization. 

We are recruiting vigorously but our efforts are meeting 
with limited success due to rather imposing salaries offered 
by our competitors in this field. We will, of course, continue 
these efforts, emphasizing certain fringe benefits and hoping 
that our salary structure may become more competitive. 

In the utilization area I would suggest that: 

(1) We continue to trengthen the ancillary staff and use 
it at the highest level of its potential. 

(2) We investigate further the utilization under super- 
vision of general practitioners with neuropsychiatric back- 
grounds or aptitudes. 

(3) We relieve our psychiatrists of as many administrative 
duties and responsibilities as possible, permitting them to 
focus upon the professional area of critical shortage. 

Question: Should the foster home program be enlarged? 

Comment: In some locations the foster home program has 
contributed to the welfare and rehabilitation of the patient 
and increases in patient turnover. Careful selection of pa- 
tients, pre-planning with the community and their acceptance 
of the program are essential for its success. Under favor- 
roe circumstances this program might be expanded bene- 

cially. 

Question: Do you believe that it would be wise for the 
family or agency requesting admission of a veteran to agree 
to accept responsibility for the veteran’s care after he had 
received maximum hospital benefits? 

Comment: I believe that each case will have to be consid- 
ered individually, taking into account the condition of the 
patient at the time of maximum hospital benefits discharge 
as well as the ability of the family to care for the patient. 
It would be very helpful if in individual cases the family or 
the agency requesting the admission would be in a position 
to assume responsibility for the patient following his 
discharge. 
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It would shorten the hospital stay and would provide care 
for many more patients in the same number of beds. It 
would provide outpatient care for non-service connected vet- 
erans which is not authorized at this time. I would not 
recommend passage of the bill unless additional funds for 
staff and space is provided for the additional workload. 


C. The turnover rate in neuropsychiatric hospitals could be 
increased if: 

1. The pay of physicians in the DM&S was sufficiently in- 
creased so as to be consistent with that paid by certain state, 
industry and union organizations and more consistent with 
that which a physician might expect to earn in private prac- 
tice so that the Veterans Administration could recruit and 
retain more staff physicians. 

2. The ratio in number of employees per patient is in- 
creased so as to provide the “total push” team concept in the 
treatment and rehabilitation of such patients. 

3. Nonservice connected psychiatric patients could be 
treated on an outpatient basis in our Mental Hygiene Clinics. 
Such a procedure would be quite expensive because the total 
patient load would be greatly increased and more patients 
would be occupying the same number of beds each year. 

4. Additional funds were made available to pay the cost of 
foster home care so that niore service connected and nonserv- 
ice connected veterans could be discharged to foster homes. 

5. Support of psychiatric research is continued and ex- 
panded so as to develop and evaluate improved methods of 
treatment. 


D. I believe the foster home program should be enlarged and 
supported with adequate funds 


BR. Acceptance of responsibility of veteran by his family fol- 
lowing MHB 


1. If the family or an agency requesting admission of a 
veteran to a Veterans’ Administration hospital were required 
to accept responsibility for the veteran’s care after he has 
received maximum hospital benefit, the terminology “maxi- 
mum hospital benefit” would have to be clearly defined and 
this would be no easy undertaking. At présent a ntinber 
of our hospital beds are filled with veterans who do not néed 
expensive daily medical care other than nursing caré, yet they 
could not be cared for at home without almost continuous 
observation and nursing care. In some instances the wife is 
working and supporting herself while her husband is in the 
hospital. If the working wife is required to take care of the 
invalid veteran in their home after he receives MHB, ho 
salary will be forthcoming and some one or some agency will 
be required to take care of the veteran and his wife and 
perhaps children or an aged parent. This is not an unusual 
situation. 

2. If our country is to take care of its veteraris who are 
mentally and/or physically unabie to take care of themselves 
and are financially unable to pay some one to take care of 
them and it does not want them to occupy an expensive 
hospital bed when the services of a physician is not re- 
quired on a daily basis, it should provide some alternative 
nursing caré outside of the Veterans Administration hos- . 
pital. 

8. I believe that adequate nursing home caré could be 
provided many of our hospitalized veterans at much less 
expense than it is costing to keep them in our hospitals, 
and in many instances the veteran could be closer to his 
family and friends and the family would assume more 
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responsibility for their veteran relative. If this is done, 
the rather expensive bed in the hospital could be utilized 
for veteran patients who do need the daily services of 
physicians and other hospital staff and facilities. 

4. I do not believe that the family of a veteran who is 
admitted to a Veterans Administration hospital should be 
required to agree to accept total responsibility for the 
veteran’s care after he has received “maximum hospital 
benefits” as the term “maximum hospital benefits” is gen- 
erally interpreted by some of our people today. The right 
to Veterans Administration medical care is something the 
veteran has earned through his service to our country, and 
while the family has some moral responsibility and obli- 
gation for the veteran’s welfare I doubt that it has a legal 
responsibility for the veteran’s total care, especially if in 
assuming such responsibility the employable member or mem- 
bers of his family are required to give up their income 
producing employment in order to do so. 


IV. CONSTRUCTION 


A. Predominant construction in the St. Louis Medical 
Area is multistoried type construction. At present we have 
only two cantonment type hospitals (VAH, McKinney, and 
VAC, Temple, Texas). For GM&S hospitals the multi-storied 
buildings are considered more practical to operate and main- 
tain. The modified two storied Haun type hospital seems to 
be the most practical construction for neuropsychiatric in- 
stallations. However, 100 percent air cooling should be 
supplied to all new construction in this Area and present 
planning should include 100 percent air cooling for our 
existing hospitals. 

B. The type of construction and location of new hospitals 
in this Medical Area have been determined at our Central 
Office without consulation with this office. This office is 
consulted as to renovation and modernization of hospitals 
in this Medical Area. We feel that the Area Office makes a 
definite contribution, through our recommendations, relative 
to renovation and modernization projects. Our Central 
Office does give consideration to our findings and recom- 
mendations pertaining to existing construction and admin- 
istration of hospitals as submitted in our periodic survey 
reports of stations. Such findings are also taken into con- 
sideration by our Central Office in designing new construc- 
tion. 

C. The following is a list of proposed modernization with 
Area priorities and the dates of proposed modernization. 
The years shown in parentheses is the year when the hos- 
pital should have been scheduled for modernization. This 
is calculated by adding 25 years to the average age of 
the buildings. 


Area Date mod- 
Hospital priority ernization 
was due 

Wadsworth, hospital__ 3 1961 (1958) 
North Little Rock - 5 1962 (1961) 
uskogee......---- 6 1962 (1948) 
Fort Lyon_- 9 1965 (1939) 
Alexandria 10 1963 (1954) 


Note.—This information was furnished our Central Office on October 15, 1959, 


ersey, Pennsylvania, Puerto Ri irgin est ginia, 
and the District of Columbia 


IV. CONSTRUCTION 


A. The predominant type construction in the hospitals in 
this Area is permanent-vertical. Since medicine is not a 
static but a very fluid science or art and changes have oc- 
curred and are occurring very rapidly in this field, hospitals 
of the future should be fiexible enough to encompass changes 
in the field of medicine and all its ramifications. Since the 
rapid increase and change in the nature of the population 
which has been occurring during the past 20 years, the ratio 
of older people to the total population, and since as we well 
know older people are more subject to illness, this is one 
of the factors that should be considered in future construc- 
tion of health care institutions. 

It is my opinion that the most economical and effective 
method of obtaining good care for all patients including those 
in the older age group would be in hospitals built as Centers, 
which would contain psychiatric units, tuberculosis units, 
geriatric units, chronic care units and acute units supplied 
by central areas of ancillary services where patients could 
be transferred between these units in order to obtain the 
best possible care. A general medical and surgical hospital 
under this idea should be of about 750 beds composed of 
40 bed units of predominantly vertical type construction for 
the acute and semi-acute, and attached buildings for the 
chronic and geriatric type of case. The beds should be 
broken down into approximately 30 percent neuropsychiatric, 
approximately 10 percent tuberculosis, 20 percent chronic 
and geriatric, and 40 percent general medical and surgical. 
This would give a fairly balanced type of operation and 
would relieve the strain imposed upon our NP hospitals. 

Internal construction should be of a flexible type where 
changes can be made with a minimum of cost and construc- 
tion alterations, whenever indicated by the changing trends 
in the care and treatment of patients. By the same token, 
neuropsychiatric hospitals should be of a type that can be 
effectively operated in relation to staff and cost and still meet 
requirements for modern day care of neuropsychiatric. 
patients. It should probably consist of a central multi- 
storied building to encompass the general medical and sur- 
gical section and ancillary services, including laboratory and 
X-ray, with an attached food service building. Separate, 
behind this structure, two attached buildings at angles, con- 
nected, consisting of 40-bed units which can be converted to 
multi purposes whenever necessary. The ancillary services 
and rehabilitation should be in a building between these two 
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4. CONSTRUCTION 


The predominant type construction in the San Francisco 
Area Hospitals is more than two multi-storied buildings. 
Six of the twenty-three hospitals and domiciliaries have one 
multi-storied building accommodating all medical activities. 
One multi-storied building is favored for general medical and 
surgical hospitals and a number of two storied buildings is 
favored for neuropsychiatric hospitals. 

The Area Office is always represented on the site selection 
team for new hospitals, but it is not consulted as to type of 
construction. The Area Office is always represented on re- 
quirement survey teams which consider renovations and 
modernizations. This coordination is adequate, but the ulti- 
mate product is often reduced, at the Washington level, be- 
cause of fund limitations. 

Hospitals in the area which require renovation or modern- 
ization are listed below in order of priority. Stations where 
construction has been started, or where working drawings 
are in preparation, are given first priority in order that work 
may be carried forward to completion without interruption. 
Opposite each project is a suggested time table. In those 
cases where construction has been started the status of each 
phase is shown. Where VA Central Office has announced 
a proposed time table for any phase, we have indicated this 
followed by the word “scheduled” in parenthesis. (Sched- 
uled.) In all other cases the Area Office has indicated a 
suggested date. 

1. Tucson, Ariz. : 

Phase I is complete. 

Phase II FY 1958 Funds (scheduled). 

Phase III FY 1961 (scheduled). 

Phase IV Final FY 1963. 

2. Los Angeles, California (GM&S Portion) : 

Phase I is complete. 

Phase II now in construction. 

Phase III Final. FY 1962 (scheduled). 

8. Oakland, Calif. : 

Replacement construction at Martinez, California, is 
now being designed with FY 1957 funds. It is sched- 
uled for construction from FY 1961 funds. 

4. Portland, Oreg. : 

Phase I now under construction with FY 1957 funds. 

Phase II FY 1962. 

Phase IIT FY 1963. 

Phase IV Final FY 1964. 


Columbus, Ohio, Cov 
Kentuck 


IV 


1. What is the predo 
pitals in your area—mu 

Predominant type hos 
Area is multi-storied, rei 
ings. 

2. What sort of constrq 
ical and Surgical hospit: 
tions? 

Type of construction 
would be as flexible as p 
as much as possible and 
would not interfere in <« 
this regard used in ¢ 
adapted to hospital cons 

38. Are you consulted 
new hospitals in your a 
vation and modernizatio 
tribute to better construq 
consulted? 

No planning of new 
occurred in this area si 
I have been consulted on 
grams. It is felt it wo 
struction and administr 
Offices. 

4. List in order of p 
which you think should | 
ernization and the time 

Provide the same inf 
the most pressing need f 
tion basis. 

Listed below, in orde 
area Which we think sh¢ 
modernization. With tl 
where the modernizatiog 
have disregarded any ex 
stations. 


Priority Station 
1 VAH, Clevelam 
2 Vaughan Secti 
3 VAC, Dayton, 
4 VAH, Marion, 
5 VAH, Danvill¢ 


: 
by 

| 

i 

ig 

i 


San Franci Calif., Covering States of Alaska, Arizona, 
California, Hawai Nevada, Oregon, Utah, and Wash- 
on 


4. CONSTRUCTION 


The predominant type construction in the San Francisco 
Area Hospitals is more than two multi-storied buildings. 
Six of the twenty-three hospitals and domiciliaries have one 
multi-storied building accommodating all medical activities. 
One multi-storied building is favored for general medical and 
surgical hospitals and a number of two storied buildings is 
favored for neuropsychiatric hospitals. 

The Area Office is always represented on the site selection 
team for new hospitals, but it is not consulted as to type of 
construction. The Area Office is always represented on re- 
quirement survey teams which consider renovations and 
modernizations. This coordination is adequate, but the ulti- 
mate product is often reduced, at the Washington level, be- 
cause of fund limitations. 

Hospitals in the area which require renovation or modern- 
ization are listed below in order of priority. Stations where 
construction has been started, or where working drawings 
are in preparation, are given first priority in order that work 
may be carried forward to completion without interruption. 
Opposite each project is a suggested time table. In those 
cases where construction has been started the status of each 
phase is shown. Where VA Central Office has announced 
a proposed time table for any phase, we have indicated this 
followed by the word “scheduled” in parenthesis. (Sched- 
uled.) In all other cases the Area Office has indicated a 
suggested date. 

1. Tucson, Ariz. : 

Phase I is complete. 

Phase II FY 1958 Funds (scheduled). 

Phase III FY 1961 (scheduled). 

Phase IV Final FY 1963. 

2. Los Angeles, California (GM&S Portion) : 

Phase I is complete. 

Phase II now in construction. 

Phase III Final. FY 1962 (scheduled). 

8. Oakland, Calif. : 

Replacement construction at Martinez, California, is 
now being designed with FY 1957 funds. It is sched- 
uled for construction from FY 1961 funds. 

4. Portland, Oreg. : 

Phase I now under construction with FY 1957 funds. 
Phase II FY 1962. 

Phase III FY 1963. 

Phase IV Final FY 1964. 


Columbus, Ohio, Covering States of Indiana, Illinois, 
Kentucky, Michigan, and Ohio 


IV CONSTRUCTION 


1. What is the predominant type construction in the hos- 
pitals in your area—multi-storied buildings more than two? 

Predominant type hospital construction in the Columbus 
Area is multi-storied, reinforced concrete and masonry build- 
ings. 
2. What sort of construction do you favor for General Med- 
ical and Surgical hospital and for Neuropsychiatric installa- 
tions? 

Type of construction should be such that interior space 
would be as flexible as possible, with the use of movable walls 
as much as possible and arrangement of utilities so that they 
would not interfere in changes. Many of the principles in 
this regard used in commercial office buildings could be 
adapted to hospital construction. 

8. Are you consulted as to type construction or location or 
new hospitals in your area? Are you consulted as to reno- 
vation and modernization? If not, do you feel it would con- 
tribute to better construction and administration if you were 
consulted? 

No planning of new construction or new locations have 
occurred in this area since I have been in this Area Office. 
I have been consulted on renovations and modernization pro- 
grams. It is felt it would contribute to much better con- 
struction and administration to continue consulting Area 
Offices. 

4. List in order of priority the hospitals in your area 
which you think should be the subject of renovation or mod- 
ernization and the timetable for such action. 

Provide the same information on a priority basis as to 
the most pressing need for maintenance on an individual sta- 
tion basis. 

Listed below, in order of priority, are hospitals in this 
area which we think should be the subject of renovation or 
modernization. With the exception of VAH, Downey, IIL, 
where the modernization program is well established, we 
have disregarded any existing modernization plans for these 
stations. 


Priority Station 
| VAH, Cleveland, Ohio. 
2 Vaughan Section of VAH, Hines, Il. 
3 VAC, Dayton, Ohio. 
4 VAH, Marion, Ind. 
5 VAH, Danville, Il. 


Atlanta, Ga., Covering States of Alabama, Florida, Georgia, 
Mississippi, North Carolina, South Carolina, and Ten- 
nessee 


IV. ConsTRUCTION 


Question: What is the predominant type construction in the 
hospitals in your area—multi-storied buildings more than 
two? What sore of construction do you favor for General 
Medical and Surgical hospitals and for Neuropsychiatric in- 
sStallations? 

Comment: It is difficult to identify the pattern of hospital 
construction in this area. Within the Veterans Administra- 
tion, the general medical and surgical hospitals offer a wide 
variety in construction, number of buildings and conforma- 
tion. This variation includes relatively new multi-storied 
hospitals of brick construction, hospitals which have been 
established in multi-storied converted hotel buildings, army 
cantonment types, one permanent type naval hospital, and 
multi-storied stucco buildings in Florida. There are also 
several GM & S hospitais of the 1930 vintage, with multi- 
storied buildings of essentially brick construction. 

Neuropsychiatric hospitals are somewhat more uniform as 
to type of construction. With one exception they are made 
up of multi-storied buildings of varying numbers in the older 
age group. The exception is a new “Hahn” type hospital 
located at Salisbury, North Carolina. This is of modern 
architecture with advanced design. It has smaller, more 
widely separated nursing units producing the illusion of 
family style rather than institutional living. 

For effective operation of GM & S hospitals, I would prefer 
a single hospital bed building of some five to eight stories, 
depending upon the site and the space. I like brick construc- 
tion of functional design. For new neuropsychiatric con- 
struction I would suggest a compromise between the old style 
and the new Hahn type hospital. While satisfactory in many 
respects, the Hahn type has been more difficult to staff and 
relatively expensive to operate. I would also suggest the 
establishment of neuropsychiatric beds in general medical 
and surgical hospitals where feasible. 

Question: Are you consulted as to type construction or lo- 
cation of new hospitals in your area? Are you consulted as: 
to renovation and modernization? If not, do you feel it 
would contribute to better construction and administration if 
you were consulted? 

Comment: Area Medical Office officials are consulted as to: 
priorities, location of new hospitals and the modernization 
of the older ones. The type of construction, site selection 
and other detaiis are handled independently by our Central 
Office. We would like to see this practice continued, with the 
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St. Louis, Mo. Covering States of Arkansas, Colorado, 
ee Louisiana, Missouri, New Mexico, Oklahoma, and 
exas 


D. All the stations in the St. Louis Medical Area are in 
need of maintenance, some to a lesser degree than others. 
It will be difficult to list in priority the stations needing 
maintenance and repair work ; however, the following priority 
list is submitted, and is based on personal knowledge of the 
individual stations: 


Station Maintenance Priority Proposed by Area Office 


1. Amarillo, Tex. 11. Houston, Tex. 

2. Kansas City, Mo. 12. Marlin, Tex. 

3. Kerrville, Tex. 13. Grand Junction, Colo. 
4. Oklahoma City, Okla. 14. New Orleans, La. 

5. McKinney, Tex. 15. Poplar Bluff, Mo. 

6. Temple, Tex. 16. Denver, Colo. 

7. St. Louis, Mo. 17. Jefferson Barracks, Mo. 
8. Shreveport, La. 18. Big Spring, Tex. 

9. Bonham, Tex. 19. Topeka, Kans. 
10. Dallas, Tex. 20. Little Rock, Ark. 


E. From an administrative and patient care standpoint I 
would recommend 500 beds for GM & §S and 1,000 beds for 
neuropsychiatric hospitals. It must be realized, however, 
that some communities would not warrant a 500 bed GM & S 
hospital and other communities would require more than 
500 GM & S beds to meet the Veterans Administration re- 
quirements. Two cities in this Medical Area (St. Louis and 
New Orleans) have 500 bed hospitals and actually require 
an additional 200 beds to meet the current demands of the 
communities. In such instances it will be much better in 
relation to administrative costs and patient care to build 
additional beds to the existing hospitals than to build another 
200-250 bed hospital in either of the communities. It is my 
opinion that, in view of the modern treatment of tubercu- 
losis, these patients should be provided care in GM & 8 
hospitals and tuberculosis hospitals per se should be dis- 
continued. 

F.. Change orders are always a necessity on any large proj- 
ect, but unfortunately in Veterans Administration construc- 
tion there seems to be more change orders than usual. One 
of the contributing factors is the time element involved be- 
tween Bureau of the Budget approval and the release of the 
project to the bidders. For example, the funds for VA Hos- 
pital, Topeka were appropriated in 1948, but the bids were 
not let until 1955, or a lapse of seven years. During this 
period medical techniques and procedures in patient care 
have changed greatly, but these changes did not get incor- 
porated into the final design and specifications, consequently 
change orders had to be written. Closer cooperation with 
DM&S operations and the elimination of the time delay will 
assist greatly in reducing the number of change orders. 

G. It is highly important, from an economic and opera- 
tional point of view, that a practical and realistic renovation 
and modernization program be developed in the Veterans 
Administration. We believe that the current 12-year pro- 
gram is a move in the proper direction. However, we be- 
lieve that, if possible, the program time element should be 
reduced from 12 years to seven years and repeated for an- 
other seven year period so as to include all hospitals which 
are in need of major renovation and modernization. 


51434-60 (face p. 876) No. 5 


Trenton, N.J., Covering States of Delaware, Maryland, New 
Jersey, Pennsylvania, Puerto Rico, Virginia, West Virginia, 
and the District of Columbia 


auxiliary buildings. All these buildings should be connected 
by underground passages and allow for access above ground 
for supplies, etc. It is recommended that this type hospital 
be of 1,000 to 1,200 bed capacity, that the auxiliary buildings 
for treatment be 4 storied consisting of two 40-bed nursing 
units to each floor. The rehabilitation building should be 
either one or two stories with conveyances, such as ramps 
and elevators necessary for movement of infirm patients. 
The external areas for patients should be behind each treat- 
ment building. This type of construction then would be 
economical, easily operated, and have greater accessibility 
for staff and patients to other necessary areas. The NP 
hospital should also include a section for chronic and 
geriatric cases. This would allow them a proper type of 
transfer, for the condition indicated, within the hospital 
structure and provide good care in an neuropsychiatric 
setting for this type of patient who may eventually become 
a chronic or geriatric acute problem as time goes on. 

B. The Area Office is not usually consulted as to the type 
of construction and location of new hospitals in the Area. 
However, we are asked for our comments and recommenda- 
tions as regards to renovation and modernization of hospitals 
in the Area. It is possible that if the Area were consulted, 
it might be able to contribute some thought or ideas in the 
construction, administration, and location of new hospitals in 
the Area. 

C. The renovation-modernization program has several as- 
pects apart from money which deserve consideration : 

1. The number of stations needing modernization. 

2. The type of station involved. 

3. The availability of beds while such modernization is 
going on. 

4. It is obvious that with the demand for beds, it is not 
feasible to pursue a construction program involving displace- 
ment of a large number of patients from several hospitals 
at one time. 

We submit the following priority list of projects for mod- 
ernization or replacement: 

(1) Coatesville, 

(2) Perry Point, 

(3) Kecoughtan, Va.” 

(4) Aspinwall, Pa.? 

(5) Washington, D.C. 

(6) Ft. Howard, Md.* 

(7) Huntington, W. Va. 

(8) Lyons, N.J.* 

(9) Roanoke, Va.‘ 

(10) Martinsburg, W. Va.° 

(11) Richmond, Va. 

(12) San Juan, P.R. 


1 Recommendation contemplates completion of presently author- 
ized modernization program. 

2Recommend abandonment of existing worn-out facility. 

® Recommend relocation adjacent to Baltimore TB facilities. 

Priority recommendation contingent upon completion of priori- 
ties 1 and 2 above to retain sufficient active NP beds to care for 
patient load in the Area. 

56 Temporary war time construction, isolated. Recommend relo- 
eation of beds to other existing hospitals. 

* Hospital occupied on revocable permit. Recommend construe- 
tion of supply warehouse and office space only. Saving of approxi- 
mately $9,000 per year can be effected in rental costs through early 
authorization of construction of warehouse. 


San Francisco, Calif., Covering States of Alaska, Arizona, 
California, Hawaii, Nevada, Oregon, Utah, and Wash- 
ington 


5. Palo Alto, Calif. (Menlo Park) : 
Phase I now under construction. 
Phase II FY 1962 (scheduled). 
Phase III FY 1963. 


6. San Francisco, Calif. : 
Phase I Now under construction. 
Phase II FY 1962 (scheduled). 
Phase III FY 1964. 

7. Long Beach, Calif. : 
Phase I Complete. 
Phase II FY 1963 (scheduled). 


8. Salt Lake City, Utah: 
FY 1961. 


This project priority is established to insure early con- 
solidation of the GH&S service with the Neuropsychiatric 
hospital. The physical separation of the two divisions re- 
sults in high operation and staffing costs which can be 
substantially reduced by consolidation. 


9. Los Angeles, Calif., Neuropsychiatric Hospital and Domi- 
ciliary : 
Phase I FY 1963. 
Phase II FY 1965. 
Phase III FY 1967. 
Phase IV FY 1969. 
Phase V FY 1970. 


10. Roseburg, Oreg. : 
Phase I FY 1968. 
Phase II FY 1965. 
Phase III FY 1967. 


11. Whipple, Ariz. : 
Phase I FY 19638. 
Phase II FY 1965. 
Phase III FY 1967. 


12. Walla Walla, Wash. 
Phase I FY 1965. 
Phase II FY 1967. 
Phase III FY 1969. 


13. American Lake, Wash. : 
Phase I FY 1965. 
Phase II FY 1967. 
Phase III FY 1969. 


14. Boise, Idaho: 
Phase I FY 1967. 
Phase II FY 1969. 
Phase III FY 1971. 


Livermore, Calif. : 
Phase I FY 1967. 
Phase II FY 1969. 
Phase III FY 1971. 


16. San Fernando, Calif. : 
Phase I FY 1967. 
Phase II FY 1969. 
Phase III FY 1971. 


17. Vancouver, Wash. : 
This frame mobilization hospital should be replaced. 
FY 1967. 


15, 


Columbus, Ohio, Covering States of Ind ana, Lilino.s, 
Kentucky, Michigan, and Ohio 


Priority Station 
6 VAH, Chillicothe, Ohio. 
7 VAH, Battle Creek, Mich. 
8 VAH, Hines, Ill. 
9 VAH, Lexington, Ky. 
10 VAH, Dwight, Il. 
11 VAH, Indianapolis, Ind. (CSR Div.). 


Despite the fact VAH, Cleveland, Ohio, was constructed in 
1943, the situation there is serious and in our opinion de- 
serves first consideration. This cantonment type facility of 
inferior wartime construction has passed its useful life 
expectancy of fifteen years. Maintenance of the physical 
plant has been held to a minimum in anticipation of the 
construction of a replacement hospital which has not ma- 
terialized and apparently will not for at least another five to 
eight years. In the meantime, the facility is deteriorating 
rapidly and will require extensive and costly repairs over 
the next five years. 

The same is true of the Vaughan Section of Hines. 


The condition of the substandard facility at Dayton, Ohio, 
is well documented in various survey reports. With build- 
ings dating back to 1868, maintenance of the physical plant 
is a major problem. Of immediate concern are the Boiler 
Plant, Utility distribution systems and obsolete mechanical 
equipment. We would rate this station on an equal priority 
basis with VAH Cleveland and Vaughan Section of Hines 
in the need for a complete modernization program. 


We list VAH, Marion, Ind., as priority four because of the 
age and maintenance cost factors. Numerous buildings dat- 
ing back to 1889 are no longer economical to maintain and 
inadequate for proper patient care. Storm sewer lines are 
inadequate and this system should be redesigned and re- 
placed prior to any new construction. 

With buildings dating back to 1898, VAH, Danville, IL, is 
considered our number five priority for a renovation and 
modernization program. The old ward and patient use 
buildings are no longer economical to maintain, and are 
inadequate for proper disturbed patient care. A new boiler 
plant and an addition to the present inadequate Laundry 
Building should be included in the early phase of moderni- 
zation. 


VAH, Chillicothe and Battle Creek, with original construc- 
tion about the same time (1923-1924) have similar mod- 
ernization requirements and we list them priority six and 
seven. Although very well maintained, modernization is 
required so these facilities may provide modern standards 
of patient care. While these hospitals are not as old as 
Marion or Danville and the physical plants are in good con- 
dition, patient treatment techniques have advanced more 
rapidly than improvements in patient care facilities. Reno- 
vation and modernization of patient care buildings is re- 
quired to meet aceeptable present day standards for dis- 
turbed patient care. Because of age, and the increased de- 
mands modernization will impose, renovation of utility sys- 
tems and laundry facilities must be included in early phase 
of the program to insure such facilities are adequate for 
proper patient care. 
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Columbus, Ohio, Covering States of Ind aia, Lilinu:s, 
Kentucky, Michigan, and Ohio 


Priority Station 
6 VAH, Chillicothe, Ohio. 
7 VAH, Battle Creek, Mich. 
8 VAH, Hines, Il. 
9 VAH, Lexington, Ky. 
10 VAH, Dwight, Il. 


11 VAH, Indianapolis, Ind. (CSR Div.). 


Despite the fact VAH, Cleveland, Ohio, was constructed in 
1943, the situation there is serious and in our opinion de- 
serves first consideration. This cantonment type facility of 
inferior wartime construction has passed its useful life 
expectancy of fifteen years. Maintenance of the physical 
plant has been held to a minimum in anticipation of the 
construction of a replacement hospital which has not ma- 
terialized and apparently will not for at least another five to 
eight years. In the meantime, the facility is deteriorating 
rapidly and will require extensive and costly repairs over 
the next five years. 


The same is true of the Vaughan Section of Hines. 


The condition of the substandard facility at Dayton, Ohio, 
is well documented in various survey reports. With build- 
ings dating back to 1868, maintenance of the physical plant 
is a major problem. Of immediate concern are the Boiler 
Plant, Utility distribution systems and obsolete mechanical 
equipment. We would rate this station on an equal priority 
basis with VAH Cleveland and Vaughan Section of Hines 
in the need for a complete modernization program. 


We list VAH, Marion, Ind., as priority four because of the 
age and maintenance cost factors. Numerous buildings dat- 
ing back to 1889 are no longer economical to maintain and 
inadequate for proper patient care. Storm sewer lines are 
inadequate and this system should be redesigned and re- 
placed prior to any new construction. 


With buildings dating back to 1898, VAH, Danville, IIL, is 
considered our number five priority for a renovation and 
modernization program. The old ward and patient use 
buildings are no longer economical to maintain, and are 
inadequate for proper disturbed patient care. A new boiler 
plant and an addition to the present inadequate Laundry 
Building should be included in the early phase of moderni- 
zation. 


VAH, Chillicothe and Battle Creek, with original construc- 
tion about the same time (1923-1924) have similar mod- 
ernization requirements and we list them priority six and 
seven. Although very well maintained, modernization is 
required so these facilities may provide modern standards 
of patient care. While these hospitals are not as old as 
Marion or Danville and the physical plants are in good con- 
dition, patient treatment techniques have advanced more 
rapidly than improvements in patient care facilities. Reno- 
vation and modernization of patient care buildings is re- 
quired to meet acceptable present day standards for dis- 
turbed patient care. Because of age, and the increased de- 
mands modernization will impose, renovation of utility sys- 
tems and laundry facilities must be included in early phase 
of the program to insure such facilities are adequate for 


proper patient care. 


Atlanta, Ga., Covering States of Alabama, Florida, Georgia, 
Mississippi, North Carolina, South Carolina, and Ten- 
nessee 


Area Office staff participating even more actively in the 
future. 

Question: List in order of priority the hospitals in your 
area which you think should be the subject of renovation or 
modernization and the timetable for such action. 

Comment: The following priority is suggested for modern- 
ization projects: 


Number Hospital Fiscal 
year 
VAC, Mountain Home, Tenn__....| 1962 
VAC, Bay Pines, Fla...............] 1964 
_..| VAH, Tuscaloosa, 1966 
.| VAH, Murfreesboro, Tenn- ot 
.| VAH, Montgomery, Ala......-..--- 1967 
VAH, Fayetteville, N.C.-.....--.-- 1968 
VAH, Salisbury, N.C-_...........--- 1969 
VAH, Birmingham, 1969 

VAD, Thomasville, Ga. 


Note: This assumes that a replacement hospital for VAH, 
Atlanta, has been given the first priority. Replacement 
hospitals for VAH, Nashville; VAC, Jackson; VAH, Mem- 
phis; and VAH, Coral Gables are in process or under con- 
struction. 


Question: Provide the same information on a priority basis 
as to most pressing need for maintenance on an individual 
station basis: 

Comment: The following priority is suggested for addi- 


tional maintenance funds other than modernization projects: 


Number Hospital 

VAH, Atlanta, Ga. 
VAH, Augusta, Ga. 
VAH, Tuskegee, Ala. 
VAC, Dublin, Ga. 

VAC, Biloxi, Miss. 
VAC, Bay Pines, Fla. 
VAH, Coral Gables, Fla. 
VAH, Nashville, Tenn. 
VAH, Oteen, N.C. 

10 VAH, Tuscaloosa, Ala. 
VW VAD, Thomasville, Ga. 
12 VAG, Mt. Home, Tenn. 
13 VAH, Memphis, Tenn. 
14 VAH, Lake City, Fla. 
15 VAH, Columbia, 8.C. 
16 VAH, Marf reesboro, Tenn. 
+VAH, Fayetteville, N.C. 
18 VAH, Montgomery, Ala. 
19 VAH, Birmingham, Ala. 
20 VAH, Durham, N.C. 

21 VAC, Jackson, Miss. 

22 VAH, Salisbury, N.C. 
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St. Louis, Mo. Covering States of Arkansas, Colorado, 
—- Louisiana, Missouri, New Mexico, Oklahoma, and 
exas 


Trenton, N.J., Covering States of Delaware, Maryland, New 
Jersey, Pennsylvania, Puerto Rico, Virginia, West Virginia, 
and the District of Columbia 


Consonant with the demand for beds by category, the 
modernization should be carried out by type of hospital as 
follows, with no more than one NP and/or two general 
medical and surgical hospitals being altered at one time. 
In the instance of hospital-domiciliary centers, no more 
than one domiciliary should be under modernization at one 
time: 


Neuropsychiatric General medical and Hospital center 
surgical 
Coatesville, Pa. Aspinwall, Pa. Kecoughtan, Va. 


Perry Point, Md. 
Lyons, N.J. 
Roanoke, Va. 


Washington, D.C, 
Ft. Howard, Md. 
Huntington, W. Va. 
Richmond, Va. 

San Juan, P.R. 


Martinsburg, W. Va. 


D. The stations having the most pressing needs for mainte- 
nance are those in which a modernization program will af- 
ford the most salubrious results. The needs for maintenance 
almost universally follow the line of: 

i. Renovation of electrical systems to afford greater ca- 
pacity. 

2. Renovation of existing gas and steam lines. 

3. Replacing near worn out facilities. A large scale pro- 
gram of replacement of fixed equipment such as autoclaves, 
bed pan sterilizers, sinks, utility cabinets, etc., ete. 

4. An internal painting program of sufficient frequency to 
afford an atmosphere more in keeping with the need for 
maintaining good patient morale. 

5. Replacement of flooring as above. 

E. From an administrative and patient care standpoint, 
if general medical and surgical hospitals were to contain the 
units indicated above in Section IVa. Then I think that 
750 beds would be most economical to run. Also, if neuro- 
psychiatric installations contain the units mentioned in 
Section IVa, then the maximum should be 1,000 to 1,200 
beds. It is to be commented that in the construction of hos- 
pitals three basic factors must be considered. A hospital 
should be built from a functional standpoint and what is go- 
ing to be done in the hospital rather than from a stereo 
type viewpoint. The three basic needs to be met are: 

1. Patient Care.—All the facilities should be constructed 
to provide good patient care which means that space must 
be provided for all the ancillary services that contribute to 
patient care. 

2. Teaching.—Facilities and space should be provided so 
that an adequate teaching program can be carried on at 
the institution. For without teaching and stimulation, the 
quality of staff and patient care must necessarily suffer to a 
degree. 

3. Research.—Facilities and space should be provided for 
research, for it is as a result of research that new methods 
of treatment and better understanding of disease contribute 
to better care of the patient. The results of teaching and 
research are translated into action by the staff in the care 
of the patient, resulting therefore in a higher quality of care. 

F. In regard to your question concerning the unwillingness 
of private contractors to bid on future VA hospital con- 
struction because of numerous change orders, I think this is 
probably a necessary evil. This is due to the fact that the 
span between planning and final construction of a new 
hospital may take from 4 to 6 years. It is quite possible 
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The hospitals in the San Francisco Area are listed below 
in their order of prioity for Maintenance and Repair require- 


ments. The first twelve have the most pressing needs. 
1. Los Angeles, Calif. 13. San Fernando, Calif. 
2. Walla Walla, Wash. 14. Tucson, Ariz. 
8. Whipple, Ariz. 15. Vancouver, Wash. 
4. Boise, Idaho. 16. Spokane, Wash. 
5. Long Beach, Calif. 17. Salt Lake City, Utah. 
6. Palo Alto, Calif. 18. Oakland, Calif. 
7. San Francisco, Calif. 19. Phoenix, Ariz. 
8. Portland, Oreg. 20. Reno, Nev. 
9. Camp White, Oreg. 21. Sepulveda, Calif. 
10. American Lake, Wash. 22. Seattle, Wash. 
11. Roseburg, Oreg. 23. Fresno, Calif. 


12. Livermore, Calif. 


The best size for hospitals from administration and patient 
care standpoints are 500 beds for general medical and surgi- 
cal and 1,000 beds for neuropsychiatric. 

We do not consider that the Veterans Adminitration makes 
too many changes in plans after construction starts. We 
think it less than is usually encountered on most private 
commercial, industrial, and other construction. This is a 
universal problem. Most people cannot visualize a building 
from blue prints and it is not until partitioning starts that 
a full realization of the shape of the ultimate product be- 
gins to dawn. A scale model arranged to permit disassembly 
floor by floor would help, even then, dimensions are not 
adequately visualized by many. 

“Other Conditions” could perhaps be less rigid supervision 
in private construction. For instance, contractors univers- 
ally, in private practice, neglect properly to cure concrete 
with resultant loss of strength in the structure. We think 
that the Veterans Administration should demand what it 
specifies. 

The Veterans Administration urgently needs a nation wide 
modernization program. It has for many years. The San 
Francisco Area hospitals are rife with obsolete and obso- 
lescent structures, which include cavalry barracks and many 
other buildings constructed in the era of the Indian Wars, 
temporary. construction built following World Wars I and II, 
mobilization structures, buildings inherited from the Armed 
Forces, the National Home for Disabled Volunteer Soldiers, 
the Public Health Service, and even a hotel building, vintage 
1912. Only six of our twenty-three hospitals and domicili- 
aries can be considered modern and one of these has the 
general medical and surgical service in a 28-year old building. 
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The hospitals in the San Francisco Area are listed below 
in their order of prioity for Maintenance and Repair require- 


ments. The first twelve have the most pressing needs. 
1. Los Angeles, Calif. 13. San Fernando, Calif. 
2. Walla Walla, Wash. 14. Tucson, Ariz. 
8. Whipple, Ariz. 15. Vancouver, Wash. 
4. Boise, Idaho. 16. Spokane, Wash. 
5. Long Beach, Calif. 17. Salt Lake City, Utah. 
6. Palo Alto, Calif. 18. Oakland, Calif. 
7. San Francisco, Calif. 19. Phoenix, Ariz. 
8. Portland, Oreg. 20. Reno, Nev. 
9. Camp White, Oreg. 21. Sepulveda, Calif. 
10. American Lake, Wash. 22. Seattle, Wash. 
11. Roseburg, Oreg. 23. Fresno, Calif. 


12. Livermore, Calif. 


The best size for hospitals from administration and patient 
care standpoints are 500 beds for general medical and surgi- 
cal and 1,000 beds for neuropsychiatric. 

We do not consider that the Veterans Adminitration makes 
too many changes in plans after construction starts. We 
think it less than is usually encountered on most private 
commercial, industrial, and other construction. This is a 
universal problem. Most people cannot visualize a building 
from blue prints and it is not until partitioning starts that 
a full realization of the shape of the ultimate product be- 
gins to dawn. A scale model arranged to permit disassembly 
floor by floor would help, even then, dimensions are not 
adequately visualized by many. 

“Other Conditions” could perhaps be less rigid supervision 
in private construction. For instance, contractors univers- 
ally, in private practice, neglect properly to cure concrete 
with resultant loss of strength in the structure. We think 
that the Veterans Administration should demand what it 
specifies. 

The Veterans Administration urgently needs a nation wide 
modernization program. It has for many years. The San 
Francisco Area hospitals are rife with obsolete and obso- 
lescent structures, which include cavalry barracks and many 
other buildings constructed in the era of the Indian Wars, 
temporary construction built following World Wars I and II, 
mobilization structures, buildings inherited from the Armed 
Forces, the National Home for Disabled Volunteer Soldiers, 
the Public Health Service, and even a hotel building, vintage 
1912. Only six of our twenty-three hospitals and domicili- 
aries can be considered modern and one of these has the 
general medical and surgical service in a 28-year old building. 
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Priority eight is assigned to VAH, Hines, Ill. Moderniza- 
tion and replacement requirements have been well docu- 
mented as a result of the modernization survey, conducted by 
Central Office, Area and station representatives during 
January 1959. Adequate steam supply and flooding of un- 
derground steam distribution system during heavy rains are 
major problems. A new boiler plant and steam distribution 
system has been proposed and should be included in the 
early phases of the modernization program. 

VAH, Lexington, Ky., original construction in 1930, is as- 
signed priority nine. The physical plant is in good condition. 
However, modernization of patient care facilities is required 
to meet present medical standards for disturbed patient 
care. 

VAH, Dwight, II1., is assigned priority 10, and should be in- 
cluded in this proposed program. Formerly the Keeley Insti- 
tute, constructed in 1891, the original buildings are costly to 
maintain and no longer meet acceptable standards for such 
VA facilities. Located on a small triangular plot of 3.3 
acres within the Village of Dwight, modernization and/or 
replacement would present many difficult problems due to 
space limitations. Over the long term we believe it would 
be more economical to construct a vertical type replacement 
hospital in a new location on the outer edge of the village. 

We believe the Cold Spring Road Division of the VAH, 
Indianapolis, Ind., should be included in the modernization 
program. Originally constructed in 1931 as a GM&S hos- 
pital, it was converted to a Tuberculosis Hospital in 1952. 
The physical plant is in good condition. However, interiors 
of patient care buildings should be modernized in keeping 
with present conceptions of good pulmonary disease care. 

Listed below, on a priority basis, are hospitals we think 
—— the most pressing need for maintenance on an individual 

asis: 

VAH, Cleveland, Ohio. 

VAH, Hines, IIl. 

VAH, Battle Creek, Mich. 

VAC, Dayton, Ohio. 

VAH, Marion, Ind. 

VAH, Indianapolis, Ind. (CSR Div.). 

VAH, Marion, 

VAH, Cincinnati, Ohio (Fort Thomas Div.). 


5. What size hospital do you recommend as being the best 
from administrative and patient care standpoint of general, 
medical and surgical hospitals, as well as neuropsychiatric 
installations? (Inherent in this question is the possibility 
that TB hospitals will be phased out eventually and redesig- 
nated as GM & § installation.) 

I recommend 500 bed hospitals for GM & S as well as NP 
installations. 


6. Are you aware that some private contractors have indi- 
eated privately their unwillingness to bid on future VA hos- 
pital construction because of numerous change orders and 
other conditions? Do you have any suggestions for correc- 
tion? 

We are aware that some private contractors have indicated 
privately their unwillingness to bid on future VA hospital 
construction because of numerous change orders and other 
conditions. We believe that the length of time between 
original design and actual construction is the major cause 
of numerous change orders. This time may be five or more 
years during which constant and rapid advancement in 
medical and construction techniques result in numerous and 
essential changes when actual construction is under way. 
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Question: What size hospital do you recommend as being 
the best from administrative and patient care standpoint of 
general medical and surgical hospitals as well as neuropsy- 
chiatric installations? (Inherent in this question is the 
possibility that TB hospitals will be phased out eventually 
and re-designated as GM&S installations.) 

Comment: For new GM&S construction I suggest a bed 
capacity of 500 to 750, depending upon the demands for beds 
in the immediate geographical location. For neuropsychiatric 
hospitals I suggest a bed capacity of approximately 1,000. 

Question: Are you aware that some private contractors have 
indicated privately their unwillingness to bid on future VA 
hospital construction because of numerous change orders 
and other conditions? Do you have any suggestions for cor- 
rection? 

Comment: I was not aware that some private contractors 
had been reluctant to bid on future VA hospital construc- 
tion because of numerous change orders or other conditions. 
A part of the problem has been created by rapid advances 
in medicine during the construction periods and the difficulty 
in establishing a proper cut-off period beyond which new con- 
cepts may not be considered. It is also quite possible that 
some of the change orders may be attributed to adjustments 
to the prototype hospital to meet a specific local need. To 
improve this situation I suggest that: 

(1) The time lag between the planning and architectural 
phases and the start of construction be shortened as much 
as possible. 
“ (2) Before commencing construction of a replacement 
hospital, Area and local VA officials should be asked to review 
the plans. In hospitals which are affiliated with medical 
schools, medical school officials might well be asked to par- 
ticipate in this consultation period. 

Question: Comment on the 12-year program for renovation 
and modernization. 

Comment: The 12-year program for renovation and mod- 
ernization appears to be a sound and progressive method 
whereby our older hospitals can be converted to physical 
plants more in keeping with modern standards. 

The condition of our physical facilities and the equipment 
in many of our hospitals give all of us great concern. We 
have experienced a money problem during recent years. 
Each year we have been given more money than the pre- 
ceding year; however, when this was applied to increased 
salaries, fringe benefits, and the purchase of supplies and 
materials reacting to rising cost trends, it provided less 
eoverage. When the individual hospital manager received his 
funds for the year, he was faced with the choice of a reduc- 
tion in force or spending less for maintenance and equip- 
ment. As this situation has continued through succeeding 
years, the maintenance level has become so low, that only a 
planned systematic renovation program can restore it. At the 
same time the facilities in many of our buildings need to be 
modernized in order to be used for providing patient care and 
treatment according to present day concepts. 
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V. GENERAL 


A. I do not favor the consolidation of any of the hospitals 
in the St. Louis Medical Area. There is only one tuberculosis 
hospital remaining in this Medical Area, VA Hospital, Ex- 
celsior Springs, Missouri, and this hospital has been con- 
solidated administratively with the VA Hospital at Wads- 
worth, Kansas. 

B. The Area Office staff are continuously checking the 
patient load in the various hospitals in this Medical Area. 
We have transferred many selected chronic long-term neuro- 
psychiatric and neurological patients from our neuropsychi- 
atric hospitals to GM & S hospitals where beds have been 
available; we are continuing to made such transfers as indi- 
cated when staff and facilities are available. I know of no 
overcrowded hospital where additional patients can be trans- 
ferred to another hospital in this Area. Some neuropsychi- 
atric patients could be transferred from St. Louis to VA 
Hospital, Poplar Bluff if we could recruit a psychiatric staff 
for that hospital. Beds are also available at VA Hospital, 
Alexandria, Louisiana where some of the patients from VA 
Hospital, New Orleans, could be cared for if psychiatric staff 
could be recruited. 

©. The average workload of the individual stations (hos- 
pitals) in the St. Louis Area planned for fiscal year 1960, and 
the percent utilization of operating beds, are shown in the 
following table. The monthly average waiting list for fiscal 
year 1959 is also shown. Current experience through Janu- 
ary 31, 1960 indicates that the monthly average waiting list 
will be somewhat higher in fiscal year 1960. The adequacy 
of the workload, as indicated by the adjective ratings, is 
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St. Louis, Mo. Covering States of Arkansas, Colorado, 


Trenton, N.J., Covering States of Delaware, Maryland, New 
Jersey, Pennsylvania, Puerto Rico, Virginia, West Virginia, 
and the District of Columbia 


and probable that in this period of time medicine changing 
so rapidly may have altered the needs of the particular hos- 
pital or the demands for services which that hospital had 
been designed to supply, that changes would be necessary 
It is impossible to anticipate what these hanges in the con- 
cepts and treatment may be in this interval. The only 
answer to this is to build the internal structure of the hospital 
with a modicum of flexibility so that these constructural 
changes can be accomplished with a minimum of cost and a 
minimum of structure change. The twelve year program 
for renovation and modernization is certainly a step in the 
right direction since it enables us to do some long range 
planning and to try to keep up to the changing concepts of 
care and treatment for our patients. It also enables us 
to plan our maintenance and repair of existing institutions 
for a long period of time. This is of great advantage to the 
administration of the Veterans Administration medical pro- 
gram. 


V. GENERAL 


A. I do not favor the consolidation or redesignation of 
any more hospitals in this Area. There are only two TB 
hospitals in this Area and it would be inadvisable to classify 
them as General Medical and Surgical Hospitals at this time, 
since they provide services to the whole Area. 

B. There are no patients in overcrowded hospitals in this 
Area who could be transferred to other installations and 
where they would receive more adequate care. All of our 
neuropsychiatric hospitals have the same problem and trans- 
ferring of patients from one to another in certain instances, 
or for a particular reason would only perpetuate the prob- 
lem from one hospital to another. 

C. The average workload by type of hospital and in toto 
is herein designated : 


Oper- Average | Occu- 
Type of activity ating daily pancy 
beds patient rate 
load 
Percent 

General medical and surgical... .........-.-...-- 7, 698 6, 914 89.9 
791 740 93. 4 
9, 199 8, 730 94.8 


We consider the workload in terms of occupancy to be 
adequate. A reasonable degree of flexibility must be afforded 
in the occupancy rate to permit the hospital to function at 


San Francisco, Calif., Covering States of Alaska, Arizona, 
joe Hawaii, Nevada, Oregon, Utah, and Wash- 
ington 


5. GENERAL 


Consolidation or redesignation of our hospitals aot during 
the present fiscal year. VA Hospital, Livermore, California, 
should be redesignated from TB to general medical and 
surgical when the general medical and surgical services ex- 
ceed 50% of the operating beds, probably ir Fiscal Year 1962. 


The Neuropsychiatric Hospitals, except VA Hospital, Se- 
pulveda, are overcrowded. Also, the majority of the gen- 
eral medical and surgical hospitals in this area have operat- 
ing beds exceeding the acceptable bed space standards. In- 
terhopsital transfer of patients where hospitals are in the 
same commuting region is now done effectively. Where hos- 
pitals are 100 miles or more apart, as in Arizona, it is less 
satisfactorily done. Patients refuse to leave their home 
community. Tuberculosis patients may be transferred from 
VA Hospital, Tucson, or to VA Center, Whipple, when the 
need arises. The Tucson Hospital may then admit medical 
patients from the Phoenix Area. Many cardiac and em- 
physema patients at Phoenix cannot be hospitalized at VA 
Center, Whipple, because of. the altitude (about a mile high). 

The high workload in the old Neuropsychiatric Hospitals 
does not permit sufficient flexibility in the use of beds. The 
trial visit program which is considered to be good therapy 
and which stimulates turnover rate is growing beyond the 
ability of the hospitals to take care of this additional work- 
load. Extension of this program with the continued high 
bed occupancy rate will prohibit having available beds for 
readmission of patients on trial visit. The Trial Visit and 


Foster Home programs should be expanded. This will re- 
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Our only suggestion would be the development of a more 
rapid process in the design and contract award for new 
construction. 

7. Comment on the 12-year program for renovation and 
modernization. 

The proposed 12-year program for renovation and moderni- 
zation can be put into effect and should work well. The 
longer modernization is delayed, the costlier adequate main- 
tenance becomes. We concur in the older hospitals having 
priority on modernization. More support must be given 
to maintaining the present maintenance program at a higher 
level until such time as modernization can be completed at a 
station. 


V. GENERAL 


1. Do you favor the consolidation or redesignation of hos- 
pitals in your area? For example, should any additional TB 
installations be classified as general, medical and surgicai 
hospitals? 

Yes. Consideration must be given to the best plan for the 
Brecksville TB hospital as the new GM&S hospital in this 
locality is built. Its consolidation wtih the new GM&S hos- 
pital should be considered. 

2. Are there patients in overcrowded hospitals which could 
be transferred to other installations in your area where they 
would receive more adequate care—particularly neuro- 
psychiatric patients? 

Yes. This is a continuing program. In this area we have 
transferred as many as 50 in this category at one time to a 
GM&S hospital. 

The transfer of patients for any reason except better care 
is distasteful to most of our people. Overcrowding in the 
physical sense probably does not exist. Overcrowding in the 
sense that only by encroaching on patient areas can modern 
facilities be provided and applied in nearly all our hospitals 
constructed prior to World War II and will be developing 
within the next few years even in some of the post war 
hospitals. Transfer on this basis, therefore, is relatively in- 
frequent. Some of our smaller hospitals cannot be provided 
with all modern equipment and patients may have to be 
transferred for special care. This is done with a minimum 
of red tape, but we have no figures concerning the impact 
on the patient and his family. There are also transfers be- 
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Our only suggestion would be the development of a more 
rapid process in the design and contract award for new 
construction. 

7. Comment on the 12-year program for renovation and 
modernization. 

The proposed 12-year program for renovation and moderni- 
zation can be put into effect and should work well. The 
longer modernization is delayed, the costlier adequate main- 
tenance becomes. We concur in the older hospitals having 
priority on modernization. More support must be given 
to maintaining the present maintenance program at a higher 
level until such time as modernization can be completed at a 
station. 


V. GENERAL 


1. Do you favor the consolidation or redesignation of hos- 
pitals in your area? For example, should any additional TB 
installations be classified as general, medical and surgicai 
hospitals? 

Yes. Consideration must be given to the best plan for the 
Brecksville TB hospital as the new GM&S hospital in this 
locality is built. Its consolidation wtih the new GM&S hos- 
pital should be considered. 

2. Are there patients in overcrowded hospitals which could 
be transferred to other installations in your area where they 
would receive more adequate care—particularly neuro- 
psychiatric patients? 

Yes. This is a continuing program. In this area we have 
transferred as many as 50 in this catecory at one time to a 
GM&S hospital. 

The transfer of patients for any reason except better care 
is distasteful to most of our people. Overcrowding in the 
physical sense probably does not exist. Overcrowding in the 
sense that only by encroaching on patient areas can modern 
facilities be provided and applied in nearly all our hospitals 
constructed prior to World War II and will be developing 
within the next few years even in some of the post war 
hospitals. Transfer on this basis, therefore, is relatively in- 
frequent. Some of our smaller hospitals cannot be provided 
with all modern equipment and patients may have to be 
transferred for special care. This is done with a minimum 
of red tape, but we have no figures concerning the impact 
on the patient and his family. There are also transfers be- 
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Question: Do you favor the consolidation or redesignation 
of hospitals in your area? For example, should any addi- 
tional TB installations be classified as general, medical and 
surgical hosiptals? 

Comment: There are three consolidated management proj- 
ects in this area. One is at Augusta, where the Moore Gen- 
eral Hospital was annexed to the VA Hospital at Augusta at 
the time it was received from the Army. We have felt that 
this operation has been very satisfactory and have attributed 
much of its success to strong management which we have en- 
joyed for many years at Augusta. Even so, based upon our 
most recent evaluations we have begun to wonder if even 
strong management can be communicated effectively to ele- 
ments geographically remote. 

The second project resulted from a consolidation of the 
Biloxi and Gulfport hospitals, both of which had enjoyed 
individual status. It was considerably more difficult to effect, 
but after an extended shake-down period has proceeded 
satisfactorily since that time. That it has worked as well as 
it has, we have attributed to exceedingly strong management 
which has compensated for some inherent disadvantages. 
Generally speaking, consolidations of this type involve cer- 
tain economies, but among these is economy in leadership 
which I do not recommend. 

On the other hand, we look with favor upon consolidations 
which are proposed to accomplish the phasing-out of one of 
the divisions. This plan was very successful at Memphis 
where the Crump and Kennedy Divisions were combined to 
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based on facilities and resources available and the geographic 
area served. 


Planned Monthly 
average | Percent | average 
Hospitals daily pa-| utili- | W/L fis-| Adjective 
tient load} zation | cal year rating 
fiscal year 1959 
1960 
Albuquerque, N. Mex..--..-.---- 465 93.0 76 | High, 
428 87.2 101 | Adequate. 
130 83.3 87 Do. 
226 90. 4 34 Do, 
Bonham, Tex... 48 85.7 2 Do. 
Dallas, Tex. ....... 624 93. 3 242 | High. 
Denver, 469 88.8 37 
Fayetteville, Ark................ 215 84.6 39 0. 
Fort Bayard, N. Mex............ 175 81.4 4 Do. 
658 96.6 83 | High. 
Grand Junction, Colo_......---..- 116 76.3 6 | Adequate. 
1, 191 96.0 305 | High. 
Jefferson Barracks, Mo..-..------ 770 94.5 286 Do. 
Kansas City, Mo...-..... 454 90.8 188 Do. 
410 91.3 16 Adaguate 
Little Rock, 425 90. 2 74 0. 
North Little Rock, Ark_........- 1, 980 96.0 104 | High. 
197 89.0 14 | Adequate. 
250 92.3 33 0. 
350 89.7 126 Do. 
New Orleans, La................. 478 93.4 210 | High. 
Oklahoma City, Okla... 440 90. 2 145 | Medium. 
Poplar Bluff, Mo. .-..... a 160 88.9 63 | Adequate. 
St. Louis, Mo........... 466 94.1 200 | High. 
405 90.2 114 | Adequate. 
700 87.5 91 0. 
951 94.1 610 | High. 
1, 957 95.9 251 Do. 
Wadsworth, Kans__...........-- 794 95.0 44 | Medium, 
Excelsior Springs, Mo-..........-- 100 74.1 0 | Adequate. 
16, 244 92.6 3, 671 


D. The average daily patient loads for the hospitals in this 
Medical Area are currently being determined through the 
joint efforts of the station managers, officials in Central 
Office and the Area Office Staff. The manager of each hos- 
pital submits his proposed ADPL for his station each year. 
This is broken down into types of patients; i.e, GM&S, NP 
and TB. The Area Office reviews the stations’ recommenda- 
tions and either concurs with the Manager’s request or recom- 
mends to our Central Office such changes as the Area Medical 
Director thinks indicated. The Area Medical Director sub- 
sequently meets with our Central Office planning group and 
we agree jointly upon the ADPL for each hospital each year. 
In the determination of the ADPL for each hospital, con- 
sideration is given to the community needs, ability to recruit 
staff, the available beds at each hospital and the percentage 
of bed utilization. This matter presents no problem in this 
Area Office. While the Area Office is well informed as to 
the needs and capabilities of each hospital in its Area, 
we believe the joint effort procedure is quite satisfactory. 

E. Since October 1, 1959, the St. Louis Area Medical Office 
has been operational and has had line authority and re- 
sponsibility. I believe each of the Area Medical Offices 
should be operational rather than simply supervisory. Since 
this office has become operational it has been able to provide 
much more direct assistance to the stations and to our 
Central Office and to accomplish this much more effectively 
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a higher rate than the average during periods of peak 
demand for hospital services. With respect to workload 
vs. staffing of the individual stations, I feel it fair to cate- 
gorize the staffing as “low.” The matter of proper ratio 
staff vs. patient has been discussed previously. 

D. The average daily patient load is determined by 
officials in Central Office. However, it is done with the 
advice and recommendation of the Area Medical Office, so 
that the Area Medical Office takes a part in determining this 
average daily patient load. 

E. It is my opinion that the Area Medical Office should be 
operational rather than supervisory for many reasons: 

1. It would reduce the span of control over the hospitals 
in the Area. 

2. Since the Area Office Staff are more intimately ac- 
quainted with the operation of the various categories of 
the hospitals, it would enable them to render more direct 
and quicker service. 

3. It would enable a more effective survey of the hospital 
operations by direct visits and observations in addition to 
reports and other such methods. 

4. It would enable some corrections to be made almost 
immediately when indicated because of the decreased span 
of control and without reams of correspondence. 

5. Supervision without some authority is usually sterile. 

6. It would provide a proper realignment of line and staff 
functions. Central Office would be concerned with planning, 
preparation and promulgation of policy, the preparation of 
operational and technical manuals, program analysis and 
evaluation, and supervision of Area Offices. The Area Office 
would be concerned with the implementation of the above in 
individual stations and on an Area-wide basis. 

The basic premise upon which Areas should function is 
that they afford a personal knowledge of situations which 
probably could not obtain in a more centralized pattern. 
By means of this personal knowledge of activities at stations 
under the direction of an Area Office, more expeditious, 
efficient, and corrective determinations could be made. This 
does not necessarily imply that each Area Office would take 
the same action with relation to a particular problem. 

For an Area Office to be effective operationally, there must 
be only one level of contact with the field stations so that 
communications can be properly channeled to higher echelons 
whenever necessary. <A certain number of activities must 
be delegated by Central Office to the Area Office so that the 
field stations would be aware of the channel of communica- 
tions. Central Office should be engaged in a more general 
type supervision of the Area Offices rather than specific 
supervision of field stations through Area Offices. It would 
seem that CO should be concerned with exercising program 
type of supervision rather than individual supervision in 
relation to individual stations. In order to accomplish this 
it would be necessary then that the type of supervision oc- 
curring in CO would be transferred to the Area Office and 
that a certain amount of flow of information, in delegated 
areas, should stop at the Area rather than continue up to 
Central Office. For example, supervisory reports of indi- 


vidual field stations which deal with specific ideas rather 
than with the Area-wide programs. 

F. In my opinion, the 125,000 bed ceiling announced in 1958 
would probably be adequate for long term operations in the 
Veterans Administration, in view of the fact of changing 
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quire a lower bed occupancy rate and additional staffing. 
See table for workloads: 


Assigned 
average | Percent 
daily bed 
Operat- | patient occu- Remarks 
ing beds load pancy 
fiscal rate 
year 1960 
Neuropsychiatric hospitals: 
American Lake, Wash......... 1904 844 933.0 | High. 
Los Angeles, Calif.............] 12,035 1,970 973.0 0. 
Palo Alto, Calif... * 11, 400 1,340 96. 0 Do. 
Roseburg, Oreg--_. 1670 600 91.0 
Sepulveda, Calif............... 956 890 93.0 0. 
Tuberculosis hospitals: 
Livermore, Calif. .............. 516 454 88. 2 Do. 
San Fernando, Calif........... 519 488 93.5 Do. 
bia medical and surgical hos- 
pita’ 
165 80.0 | Medium, 
Fresno, Calif._.._. 225 90.0 | Adequate, 
Long Beach, Calif. 1, 360 91.0 Do. 
Los Angeles, Calif 1, 450 92.0 Do. 
| 2 642 90.0 Do. 
187 91.0 Do. 
154 93.0 Do. 
Salt Lake City, Utah. 710 640 90.0 Do. 
San Francisco, Calif. 1440 75 85. 0 Do, 
Seattle, Wash_...... 320 91.0 Do. 
Spokane, Wash_-_... 200 172 86.0 | Medium, 
402 368 91.5 | Adequate. 
Vancouver, Wash.............. 501 445 88.5 Do. 
Walla Walla, Wash............ 322 300 92. 5 Do. 
340 300 88. 2 Do. 


1 Operating beds should be reduced; inadequate bed spacing. 


A realistic ADPL for the Area can be determined by the 
Area Office because of the staff’s knowledge of the existing 
regional capacities, demands and conditions. Managers sub- 
mit their estimates to Area Office. Area Office reviews these 
estimates, relates workload of one station to that of an- 
other, and recommends any desirable changes to Central 
Office where final determination based on national assign- 
ments.and policy are made. This procedure is satisfactory 
to Area Office. 

The Area Office could operate more effectively and effi- 
ciently if greater authority with increased staffing and travel 
funds were provided. 

One hundred twenty-five thousand beds seem to be ade- 
quate from the Area Office level. 


The format of the present addendum to VA Form 10—P-10 
should be changed to include the hospital insurance coverage, 
estimated period of hospitalization and the cost of hospitali- 
zation in a voluntary, non-profit hospital. The addendum 
serves as a deterrent in some cases and therefore has psy- 
chological merit. The form creates an additional costly 
workload for the registrar. It does show to the American 
Medical Association that VA is attempting to exclude vet- 
erans having ability to pay for their hospital needs. 

Merging of regional office clinics with hospitals is highly 
recommended. Overhead costs are reduced, better supervi- 
sion of the total medical care of service connected veterans 
is provided, and the ready access of clinic physicians to the 
hospital facilities favor these mergers. 


Columbus, Ohio, Covering States of India 
Kentucky, Michigan, and Ohio 


cause specific specialties may not be adequate 
one hospital and are in another. This usua 
difficulty in reeruiting beyond our control. 

3. What is the average workload of the indi 
in your area? Do you consider it high, 
adequate? 

The average workload of hospitals in thi 
follows (FY 1960): 


Average 
Operating daily Ocenpai 
beds patient load rate 
Perce 
Genera! medical and surgi- 
ca aeons 9, 132 8, 280 
Nevropsychiatric. 11, 208 10, 630 | 
Tuberculosis__- 375 333 | 


1 Not statistically valid since 1 hospital, Outwood, Ky., has 


It is high. 

4. Do you think that the average daily patiet 
be determined by the officials in Ceneral Office ¢ 
done, or do you believe that the Area Medical 
qualified to make such a decision? 

I can only speak for this area. With one 
ADPL in ali 23 hospitals in this area was a mj 
decision between officials in Central Office 
Changes in the ADPL for the hospitals in this § 
have been made primarily based upon my 
mendation after review with station manager 
instances where the initial recommendation was 
source, the change was not made without my 
and in two instances no change was made bf 
non-conecurrence, even though station recomm 
changes were favored by Central Office. 

5. Do you believe that there should be more 
the Area Medical Office and do you think 
operational rather than supervisory? 

I believe the Area Medical Office should be 
As we are at present we are, for the most part 
We have a number of operational authorities 
not consolidated. I do not believe we should 
but rather either all operational or all supervis 
this office can only serve a purpose in the 
operational. 

6. Do you consider the 125,000 bed ceiling, 
1958, adequate for the long-term operations in 

Yes, the 125,000 bed ceiling is adequate tog 
prove adequate until World War II veterans 
degenerative diseases in larger numbers. It is 
this will be as brief a period as it was for th 
I veterans. We would expect the 125,000 bed 
inadeguate by 1970 and siay inadequate until 
1980’s. Whether these beds are located in the 
is another question. 

7. Should the addendum be changed as to 9 
of the information requested and do you f 


a Be 
* 
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quire a lower bed occupancy rate and additional staffing. 
See table for workloads: 


Assigned 
average | Percent 
aily 
occu- Remarks 
pancy 
fiscal rate 
year 1960 
Neuropsychiatric hospitals: 
American Lake, Wash......... 1904 844 933.0 | High. 
Los Angeles, Calif............. 12,035 1,970 973.0 Do. 
11, 400 1,340 96. 0 Do. 
1670 600 91.0 
Sepulveda, Calif............... 956 890 93.0 0. 
Tuberculosis hospitals: 
516 454 88. 2 Do. 
San Fernando, Calif........... 519 488 93. 5 Do. 
General medical and surgical hos- 
207 165 80.0 | Medium. 
SS a 250 225 90.0 | Adequate, 
Long Beach, Calif............. 1, 500 1, 360 91.0 Do. 
Los Angeles, Calif............-] 11,547 1, 450 92.0 Do. 
Oakland, Calif. 912 642 90.0 Do. 
1212 187 91.0 Do. 
Portland, Oreg.......... 1 655 505 91.5 Do. 
166 154 93.0 Do. 
Salt Lake City, Utah... 710 640 90.0 Do. 
San Francisco, Calif............ 1440 375 85. 0 Do. 
ae 320 290 91.0 Do. 
200 172 86.0 | Medium, 
402 368 91.5 
Vancouver, Wash_...... 501 445 88.5 0. 
Walla Walla, Wash 322 300 92.5 Do. 
AMIE. 340 300 88. 2 Do. 


1 Operating beds should be reduced; inadequate bed spacing. 


A realistic ADPL for the Area can be determined by the 
Area Office because of the staff’s knowledge of the existing 
regional capacities, demands and conditions. Managers sub- 
mit their estimates to Area Office. Area Office reviews these 
estimates, relates workload of one station to that of an- 
other, and recommends any desirable changes to Central 
Office where final determination based on national assign- 
ments and policy are made. This procedure is satisfactory 
to Area Office. 

The Area Office could operate more effectively and effi- 
ciently if greater authority with increased staffing and travel 
funds were provided. 

One hundred twenty-five thousand beds seem to be ade- 
quate from the Area Office level. 

The format of the present addendum to VA Form 10—P-10 
should be changed to include the hospital insurance coverage, 
estimated period of hospitalization and the cost of hospitali- 
zation in a voluntary, non-profit hospital. The addendum 
serves as a deterrent in some cases and therefore has psy- 
chological merit. The form creates an additional costly 
workload for the registrar. It does show to the American 
Medical Association that VA is attempting to exclude vet- 
erans having ability to pay for their hospital needs. 

Merging of regional office clinics with hospitals is highly 
recommended. Overhead costs are reduced, better supervi- 
sion of the total medical care of service connected veterans 
is provided, and the ready access of clinic physicians to the 
hospital facilities favor these mergers. 
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cause specific specialties may not be adequately covered in 
one hospital and are in another. This usually represents 
difficulty in recruiting beyond our control. 

3. What is the average workload of the individual stations 
in your area? Do you consider it high, low, medium, 
adequate? 

The average workload of hospitals in this area is as 
follows (FY 1960) + 


Staffing ratio 
Average (average full- 
Operating daily Occupancy | time equiva- 
beds Patient load rate lent employ- 
ment to 
patient) 
Percent 
Genera! medical and surgi- 
ca. 9, 132 8, 280 91 1.40 
Nevropsychiatric. 11, 208 10, 430 95 . 67 
376 333 89 11,40 


1 Not statistically valid since 1 hospital, Outwood, Ky., has only 88 beds. 


It is high. 

4. Do you think that the average daily patient load should 
be determined by the officials in Ceneral Office as is presently 
done, or do you believe that the Area Medical Office is better 
qualified to make such a decision? 

I can only speak for this area. With one eception, the 
ADPL in all 23 hospitals in this area was a matter of joint 
decision between officials in Central Office and myself. 
Changes in the ADPL for the hospitals in this area this year 
have been made primarily based upon my initial recom- 
mendation after review with station manager. In the few 
instances where the initial recommendation was from another 
source, the change was not made without my consultation, 
nnd in two instances no change was made because of my 
non-concurrence, even though station recommendation for 
changes were favored by Central Office. 


5. Do you believe that there should be more authority for 
the Area Medical Office and do you think it should be 
operational rather than supervisory? 

I believe the Area Medical Office should be operational. 
As we are at present we are, for the most part, supervisory. 
We have a number of operational authorities but these are 
not consolidated. I do not believe we should be half-way, 
but rather either all operational or all supervisory. I believe 
this office can only serve a purpose in the VA by being 
operational. 

6. Do you consider the 125,000 bed ceiling, announced in 
1958, adequate for the long-term operations in the VA? 

Yes, the 125,000 bed ceiling is adequate today and may 
prove adequate until World War II veterans begin to have 
degenerative diseases in larger numbers. It is unlikely that 
this will be as brief a period as it was for the World War 
I veterans. We would expect the 125,000 bed ceiling to be 
inadequate by 1970 and stay inadequate until well into the 
1980’s. Whether these beds are located in the proper place 
is another question. 


7. Should the addendum be changed as to the substance 
of the information requested and do you feel that there 
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phase-out the Crump Hospital. Similarly we have recom- 
mended phasing out of the Swannanoa Division of VA Hos- 
pital, Oteen, which is the third combined management proj- 
ect in this area. Due to persistent declines in the TB work- 
load at the Oteen Division, we feel that the entire patient 
load of both divisions can now be accommodated in the Oteen 
Division, producing better patient care and relieving us of 
the necessity of maintaining the expensive temporary facil- 
ities at Swannanoa. At the time of the consolidation it has 
been recommended that this hospital be redesignated as a 
GM&S rather than a TB hospital. 

Question: Are there patients in overcrowded hospitals 
which could be transferred to other installations in your area 
where they would receive more adequate care—particularly 
neuropsychiatric patients? 

Comment: The practice of transferring patients from over- 
crowded hospitals to other installations where more adequate 
care would be available has been done in many instances over 
the past several years. We continue to transfer small groups 
or individual patients of this type to other hospitals, but at 
present we have a minimal number of available beds where 
such transfers could be effected. 

Question: What is the average workload of the individual 
stations in your area? Do you consider it high, low, medium, 
adequate? 

Comment: For Fiscal Year 1961 the following workloads 
have been assigned hospitals and domiciliaries in this area: 


Hospital ADPL | ADML 

620 


In each instance the workload assigned would be our rec- 
ommendation with the exception of those of Memphis and 
Oteen, which we consider to be a little high. 

Question: Do you think that the average daily patient 
load should be determined by the officials in Central Office as 
is presently done, or do you believe that the Area Medical 
Office is better qualified to make such a decision? 

Comment: The present procedure for assignment of in- 
dividual workloads commences with a tentative proposal 
which is submitted by Central Office to the individual hos- 
pital for comment. The manager’s reply is routed to Central 
Office through the Area Office for review and comment. In 
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and promptly than before it became operational. To carry 
out our present mission we have required some additional 
staff; however, we have been able to obtain more informa- 
tion about the stations, to better utilize the information ob- 
tained, and to pass much more needed information on to our 
Central Office. We have been better able to adjust the Area 
waiting lists and the average daiiy patient loads. We have 
been able to redistribute funds to certain stations which are 
urgently in need of addi.ional funds and we have taken funds 
from stations who have been unable to meet their workloads 
and have given funds to stations which could, with additional 
funds, increase their workloads. Under the present pro- 
gram the St. Louis Area Medical Director has about all the 
authority he needs to carry out a well controlled and op- 
erated Area-wide medical program. If the other Area Medi- 
eal Offices become operational with similar authority, and I 
understand they will in the near future, there should be a 
well controlled, well coordinated nation-wide Veterans Ad- 
ministration medical program. 

F. If the Veterans Administration is to take care of all 
service connected veterans and all eligible non-service con- 
nected veterans who are in need of medical care and state 
that they are unable to pay for same in private hospitals, the 
125,000 authorized bed ceiling is inadequate for the long- 
term operations of the Veterans Administration. I should, 
however, like to state that the funds authorized the Vet- 
erans Administration by Congress since the over-all bed 
ceiling was announced in 1958 have been insufficient to ob- 
tain optimum or maximum utilization of the 125,000 beds. 

G. I do not recommend any change in the substance of the 
10-P-10 Addendum. I believe that it has a deterrent effect 
on some non-Service-connected veterans who might other- 
wise request admission to our Veterans Administration hos- 
pitals. It does require some additional time on the part of 
the admission service and perhaps costs more money to exe- 
cute than is saved by its deterrent effect. It does, however, 
indicate to the taxpayer that the Veterans Administration is 
making some effort to discourage the giving of free hospital 
eare to non-service-connected veterans who are financially 
able to pay for such services. This office does not recommend 
any specific change in the admission procedures followed by 
the Veterans Administration today. 

H. I strongly recommend the integration of outpatient 
clinics with hospitals when possible, because I believe that 
such a merger can and does provide better medical care to 
the service connected veterans who are authorized such care 
in outpatient clinics. In order for such a merger to be suc- 
cessful, adequate space and facilities must be provided. In 
some instances such 2 merger has been effected without pro- 
viding sufficient floor space and without providing sufficient 
X-ray, dental and clinical laboratory facilities in the hospital 
to accommodate the outpatient clinic. In addition to these 
factors, in certain instances, the hospital has been given 
considerable less money to operate the outpatient clinic than 
the clinic used when it was a part of the Regional Office. 
While the clinic may be able to operate at a slightly less cost 
after it becomes established in the hospital, it cannot do so 
immediately after it is merged. After an outpatient clinic 
gets established in a hospital, there may be some savings by 
the utilization of hospital full-time and consulting staff, the 
X-ray and clinical laboratories, etc., but some time is re- 
quired to make these adjustments. Usually a better trained 
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concepts in treatment and care of the veterans. By initiat- 
ing some changes to reduce the length of stay and increase 
turnover rate and perhaps some redesignation of certain 
beds, would probably support the demand for services. 

G. I believe that the present addendum to the 10-P-10 
is adequate for the purposes for which it is used. In order 
to keep the beds more mobile it would be of greater value 
if it would be possible to do more adequate workups in de- 
termining the need for hospitalization. This would probably 
keep the beds more fiuid and increase turnover rates in low 
turnover hospitals. 

H. I believe that the Regional Office clinics could accom- 
plish their mission and provide a better quality of care by 
being merged with hospitals provided that adequate facili- 
ties for such clinies were either constructed or available. 
It would be most difficult to absorb such clinics into most of 
our hospitals with their present construction, since facili- 
ties in most places are crowded now for the inpatient care 
program. 

I. It is my view that station laundries should be part of 
hospital construction rather than having these services fur- 
nished by a commercial laundry—primarily, because the 
services supplied to the hospital by commercial laundries 
are based on profit. There is no question that the hospitals 
would benefit if they ran their own laundry. The time in- 
tervals of receiving and sending, the methods of laundering, 
ete., have to be advantageous to the needs of the commercial 
contractor rather than the hospital needs. It is impossible 
to get service on holidays, or perhaps when strikes or other 
difficulties occur among commercial laundries. The cost of 
eperating them from commercial sources is greater than 
the cost of station operated laundries. Another thing, there 
is no control on cost which may be required from the VA 
Hospitals by the commercial laundries. As time goes on, 
we would assume they would increase their charges. An- 
other reason is that with the present emphasis on control 
of hospital infections, the control of the laundry by the hospi- 
tal would enable it to maintain better controls in this 
area. 

J. Our most pressing need in this Area is additional quali- 
fied medical and para-medical staff. There is no one hos- 
pital which has the greatest deficiency in this area. All 
isolated hospitals that are not connected with teaching insti- 
tutions are involved in this chronic shortage. 


K. There is certainly a need in the various communities for 
the care of the chronically ill. This has been amply demon- 
strated by the investigations and reams of material written 
on the subject by such committees as that on chronic illness 
and other committees throughout this country. The great- 
est question has been whether to build them as separate insti- 
tutions or combine them with other hospitals. I believe the 
most economical method and the one which would provide the 
best type of care would be when these units were combined 
by either being directly attached to or part of a general hos- 
pital. In community hospitals, this is quite difficult to an- 
swer because of the situations in which the communities find 
themselyes. The Veterans Administration is studying this 
problem now in their planning for future construction and 
replacement. It is also desirable not only to combine such 
units with general medical and surgical haspitals but also it 
should be taken into account in the future construction of 
neuropsychiatric hospitals. 


San Francisco, Calif. Covering States of Alaska, Arizona, 
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Station laundries are recommended in preference to com- 
mercial laundry service for the following reasons: 

a. Aseptic technique. Highly contaminated laundry from 
a hospital should not be carted about a community. Com- 
mercial operators should not cart it in the same vehicle used 
later to distribute domestic and commercial wash. Com- 
mercial laundries should not mix hospital laundry with their 
usual load. 

b. Veterans Administration can produce laundry at vastly 
less expense. 

e. Veterans Administration can control laundry operations 
to provide better service. 

d. Veterans Administration can operate with less linen 
in the pipeline, due to reduced trucking time, no interference 
from other loads, and absolute control over wash priority. 

e. The Veterans Administration laundries are less de- 
structive of linen than are the commercial facilities. 


f. The Veterans Administration laundries have therapeutic 
value in the use of neuropsychiatric patients and domiciliary 
members to help in the laundry. 

g. If a VA installation relies upon the only commercial 
laundry in a small community, it is then at the mercy of that 
Laundry, price-wise and with respect to mechanical break- 
downs. 


The most pressing need in the San Francisco Area is for 
modernization and replacement of physical plants. The most 
urgent modernization requirement is for: 

VA Hospital, Tucson, Ariz. 
VA Center, Los Angeles, Calif. 
VA Hospital, Portland, Oreg. 
VA Hospital, Palo Alto, Calif (Menlo Park). 
VA Hospital, San Francisco, Calif. 
VA Hospital, Long Beach, Calif. 
VA Hospital, Salt Lake City, Utah. 
VA Hospital, Roseburg, Oreg. 
VA Center, Whipple, Ariz. 
VA Hospital, Walla Walla, Wash. 
The most urgent need for replacement is for: 
VA Hospital, Oakland, Calif. 
VA Hospital, Vancouver, Wash . 

I believe that there is a real need for intermediate beds. 
We have 582 of these beds as follows: 

VA Hospital, Livermore, Calif, 100. 
VA Center, Los Angeles, Calif., 304. 
VA Hospital, Walla Walla, Wash, 54. 
VA Hospital, Spokane, Wash., 24. 
VA Hospital, Vancouver, Wash, 100. 

There is a need for converting an additional building of 
approximately 484 beds at the VA Center, Los Angeles Domi- 
ciliary to the general medical and surgical hospital and prop- 
erly financing these beds as intermediate. See VA Field Sta- 
tion Summary of October 1959. There are many patients in 
this category applying at VA Hospitals, who cannot be ad- 
mitted. This is particularly true at VA Center, Los Angeles, 
California. Intermediate beds should be located in close 
association with general medical and surgical hospitals so 
that acute medical care may be readily available when emer- 


gencies arise. 
CO. H. Francis, M.D., 
Area Medical Director. 
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is any need for a change in the admission procedures fol- 
lowed by the VA today? If so, specify. 

I believe the addendum has served its purpose, which 
mainly was to find out whether we had “poachers”. I feel 
that the amount of personnel time and the paper work con- 
nected with this procedure, and the results obtained, no 
longer justify the continuation of the addendum. I certainly 
do not feel that there should be any additional requirement. 

8. What are your views on the merging of regional office 
clinics with hospitals? 

I feel just as strongly about the merging of Outpatient 
clinies with hospitals as I do about merging of various dis- 
ciplines in hospitals. It has been my experience that in con- 
solidation of Outpatient clinics with hospitals we have an 
improvement in patient care, morale of the staff and ability 
to recruit and hold better qualified professional personnel, 
From an overall standpoint there is a saving both in per- 
sonnel and equipment, as well as supplies, since one does not 
need duplication in many areas. The very presence of the 
active teaching and research atmosphere that is today part 
of every hospital stimulates the staff of the Outpatient de- 
partment. It has been generally accepted in the profession 
that outpatient service in all instances is an integral part of 
a hospital and never should have been separated. Physi- 
cians treat patients in beds and out of beds and if limited 
to one or the other sooner or later will become inadequate 
professionally. In integrating outpatient clinics with hos- 
pitals, every effort should be made to integrate services 
wherever possible. I further believe that in the future 
planning of all of our hospitals, outpatient areas should be 
included. I believe that every hospital should include some 
outpatient, that the outpatient activities of the VA should 
not be limited to certain hospitals, but should be included in 
all hospitals. 

9. Please give your views on the maintenance of station 
laundries as contracted with proposals to have these services 
furnished by commercial laundries? 

The matter of contracting laundry service from commercial 
laundries has been thoroughly investigated by our hospitals 
at various intervals during the past 5 years. In each in- 
stance, the majority of hospitals were unable to locate com- 
mercial facilities with sufficient capacity to handle the vol- 
ume of required linens. We have two hospitals in this area 
using commercial facilities at a cost of about ten cents a 
pound. Station laundries produce these same services at 
about half such cost. We have no doubt that station laun- 
dries are more economical. 


Station laundries give better service and adapt better to 
the time needs of the hospital than commercial laundries. 
From a strictly medical point of view, control of the laundry 
facilities gives a measure of security that cannot be obtained 
by contract. 

10. Indicate the most pressing need in your area and the 
hospital or domiciliary which you believe to be in most need 
of attention either from a physical construction standpoint, 
recruitment or personnel, or any other condition you believe 
to be vital. 

The VA Hospital in Cleveland, the Vaughan Section of 
Hines, the VA Center in Dayton, the Fort Thomas Division 
of Cincinnati, and part of Chillicothe, are physically unac- 
ceptable by today’s standards. Recruitment at Dawson 
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ancisco, Calif., Covering States of Alaska, Arizona, 
rnia, Hawaii, Nevada, Oregon, Utah, and Wash- 


m laundries are recommended in preference to com- 
laundry service for the following reasons: 
sptic technique. Highly contaminated laundry from 
al should not be carted about a community. Com- 
operators should not cart it in the same vehicle used 
distribute domestic and commercial wash. Com- 
laundries should not mix hospital laundry with their 
ad. 
terans Administration can produce laundry at vastly 
bense. 
terans Administration can control laundry operations 
de better service. 
tterans Administration can operate with less linen 
yipeline, due to reduced trucking time, no interference 
ther loads, and absolute control over wash priority. 
1e Veterans Administration laundries are less de- 
‘e of linen than are the commercial facilities. 
e Veterans Administration laundries have therapeutic 
1 the use of neuropsychiatric patients and domiciliary 
rs to help in the laundry. 
a VA installation relies upon the only commercial 
yin a small community, it is then at the mercy of that 
y, price-wise and with respect to mechanical break- 


most pressing need in the San Francisco Area is for 
ization and replacement of physical plants. The most 
modernization requirement is for: 
Hospital, Tucson, Ariz. 
JA Center, Los Angeles, Calif. 
A Hospital, Portland, Oreg. 
7A Hospital, Palo Alto, Calif (Menlo Park). 
VA Hospital, San Francisco, Calif. 
VA Hospital, Long Beach, Calif. 
VA Hospital, Salt Lake City, Utah. 
VA Hospital, Roseburg, Oreg. 
VA Center, Whipple, Ariz. 
VA Hospital, Walla Walla, Wash. 
most urgent need for replacement is for : 
VA Hospital, Oakland, Calif. 
VA Hospital, Vancouver, Wash . 
lieve that there is a real need for intermediate beds. 
ve 582 of these beds as follows: 
VA Hospital, Livermore, Calif, 100. 
VA Center, Los Angeles, Calif., 304. 
VA Hospital, Walla Walla, Wash, 54. 
VA Hospital, Spokane, Wash., 24. 
VA Hospital, Vancouver, Wash, 100. 
re is a need for converting an additional building of 
cimately 484 beds at the VA Center, Los Angeles Domi- 
y to the general medical and surgical hospital and prop- 
nancing these beds as intermediate. See VA Field Sta- 
ummary of October 1959. There are many patients in 
ategory applying at VA Hospitals, who cannot be ad- 
1. This is particularly true at VA Center, Los Angeles, 
brnia. Intermediate beds should be located in close 
ation with general medical and surgical hospitals so 
cute medical care may be readily available when emer- 


S$ arise. 
C. H. Francis, M.D., 
Area Medical Director. 


Columbus, Ohio, Covering States of Indiana, Illinois, 
Kentucky, Michigan, and Ohio 


is any need for a change in the admission procedures fol- 
lowed by the VA today? If so, specify. 

I believe the addendum has served its purpose, which 
mainly was to find out whether we had “poachers”. I feel 
that the amount of personnel time and the paper work con- 
nected with this procedure, and the results obtained, no 
longer justify the continuation of the addendum. I certainly 
do not feel that there should be any additional requirement. 

8. What are your views on the merging of regional office 
clinies with hospitals? 

I feel just as strongly about the merging of Outpatient 
clinies with hospitals as I do about merging of various dis- 
ciplines in hospitals. It has been my experience that in con- 
solidation of Outpatient clinics with hospitals we have an 
improvement in patient care, morale of the staff and ability 
to recruit and hold better qualified professional personnel. 
From an overall standpoint there is a saving both in per- 
sonnel and equipment, as well as supplies, since one does not 
need duplication in many areas. The very presence of the 
active teaching and research atmosphere that is today part 
of every hospital stimulates the staff of the Outpatient de- 
partment. It has been generally accepted in the profession 
that outpatient service in all instances is an integral part of 
a hospital and never should have been separated. Physi- 
cians treat patients in beds and out of beds and if limited 
to one or the other sooner or later will become inadequate 
professionally, In integrating outpatient clinics with hos- 
pitals, every effort should be made to integrate services 
wherever possible. I further believe that in the future 
planning of all of our hospitals, outpatient areas should be 
included. I believe that every hospital should include some 
outpatient, that the outpatient activities of the VA should 
not be limited to certain hospitals, but should be included in 
all hospitals. 

9. Please give your views on the maintenance of station 
laundries as contracted with proposals to have these services 
furnished by commercial laundries? 

The matter of contracting laundry service from commercial 
laundries has been thoroughly investigated by our hospitals 
at various intervals during the past 5 years. In each in- 
stance, the majority of hospitals were unable to locate com- 
mercial facilities with sufficient capacity to handle the vol- 
ume of required linens. We have two hospitals in this area 
using commercial facilities at a cost of about ten cents a 
pound. Station laundries produce these same services at 
about half such cost. We have no doubt that station laun- 
dries are more economical. 


Station laundries give better service and adapt better to 
the time needs of the hospital than commercial laundries. 
From a strictly medical point of v.ew, control of the laundry 
facilities gives a measure of security that cannot be obtained 
by contract. 

10. Indicate the most pressing need in your area and the 
hospital or domiciliary which you believe to be in most need 
of attention either from a physical construction standpoint, 
recruitment or personnel, or any other condition you believe 
to be vital. 

The VA Hospital in Cleveland, the Vaughan Section of 
Hines, the VA Center in Dayton, the Fort Thomas Division 
of Cincinnati, and part of Chillicothe, are physically unac- 
ceptable by today’s standards. Recruitment at Dawson 


Atlanta, Ga., Covering States of Alabama, Florida, Georgia, 
Mississippi, North Carolina, South Carolina, and Ten- 
nessee 


this manner we are permitted to participate in these deter- 
minations, and we believe that our recommendations are con- 
sidered carefully by those in Washington who make the final 
decision. 

Even so it might be beneficial in future planning for 
Central Office to make an original allocation to each Area 
Office, with the distribution of this total among the hos- 
pitals in each area left up to the Area Office. This would 
give us the responsibility and leave us free to make what- 
ever adjustments are necessary to insure that the total work- 
load assigned to the Area is achieved. 

Question: Do you believe that there should be more au- 
thority for the Area Medical Office and do you think it should 
be operational rather than supervisory? 

Comment: I believe there should be increased authority 
given to the Area Medical Offices and consider it desirable 
for the offices to become operationnal. As you are well aware, 
these offices were originally established to perform supervi- 
sory functions—in other words, the “eyes and ears” for the 
Chief Medical Director. As we became intimate with the 
local accomplishments, aspirations, and problems of each 
hospital, clinic, and domiciliary, they came to rely upon us 
for assistance and counsel. Although we had no specific 
authority in operating matters, we were able to exert bene- 
ficial influence through persuasion. Fully aware of this, the 
Chief Medical Director and other staff members began to give 
us additional specific assignments to perform, The Area 
Medical Office is a natural nerve center, receiving frequent 
impulses from all the hospitals, clinics and domiciliaries in 
the Area. At the Area Office the most current basic informa- 
tion is available. It is felt, therefore, that decisions concern- 
ing stations within the Area should be made at this level and 
we should be authorized to act upon operational matters 
presented to this office. 

Operational responsibility by the Area Medical Office will 
add a number of most important functions to our present 
assignments. Authority to equal this responsibility and a 
capitable staff with a good background of experience will be 
required. It is considered most desirable that clearly defined 
guidelines will be established by Veterans Administration 
Central Office so that all areas will be uniform in their ap- 
proach to the operational function. 

Question: Do you consider the 125,000 bed ceiling an- 
nounced in 1958 adequate for the long-term operations in 
the Veterans Administration? 

Comment: Assuming the present admission policies and 
other factors remain essentially the same, I do not believe 
the 125,000 beds will be adequate for the long-term operation 
of the Veterans Administration. 

As the veterans grow older with a higher precentage de- 
veloping disabilities, there obviously will be an increase in 
the number becoming medically eligible and in need of hos- 
pitalization. I believe this number of beds is adequate for 
the present and immediate future and it is extremely help- 
ful to have a target for planning. 

Question: Should the addendum be changed as to the sub- 
stance of the information requested and do you feel that 
there is any need for a change in the admission procedures 
followed by the VA today? If so, specify. 

Comment: I am content with the addendum in its present 
form, and with the admission procedures we are using. It 
seems, however, that there is considerable variation in inter- 
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Trenton, N.J., Covering States of Delaware, Maryland, New 
Jersey, Pennsylvania, Puerto Rico, Virginia, West Virginia, 
and the District of Columbia 


It is hoped that the opinions I have expressed will be of 
some value to you in your consideration of the various phases 
of the medical and hospital prorgams administered by the 
Veterans Administration. 

Sincerely yours, 
D. R. M.D., 
Area Medical Director. 


San Francisco, Calif. Covering States of Alaska, Arizona, 
Geena, Hawaii, Nevada, Oregon, Utah, and Wash- 
ington 


Columbus, Ohio, Covering States of Indiana, Illinois, 
Kentucky, Michigan, and Ohio 


Springs, Kentucky, has been extremely difficult except at un- 
skilled levels. 

11. Do you believe that there is a need for a type of care 
which is variously described as intermediate care or nursing 
care for patients who are chronically ill? If so, where would 
you locate such institutions? Would you keep them as part 
of a general medical setup or a separate institution? 

A modern hospital is a combination of a miracle of knowl- 
edge, as well as equipment and costly construction. It is 
designed to diagnose and treat disease, including as treat- 
ment the total care and rehabilitation of the patient, phys- 
ically, mentally, emotionally, and socially. If the so-called 
“intermediate” patient requires any of the functions for 
which the hospital was designed, constructed, and staffed, 
he should receive that function either as an inpatient or as 
an outpatient. If he does not require any of these functions 
the hospital is an extremely expensive and wasteful home. 
Medically, therefore, the disabled individual who can no 
longer benefit by any of the hospital’s functions, does not be- 
long in a hospital. Unfortunately there are considerations 
other than medical which have to be evaluated. The family 
and community cannot or will not care for these people. The 
average home is inadequate and the average community has 
not provided public facilities. Individuals in this category 
who are also veterans have been considered as VA responsi- 
bilities by local action, even though no vote was ever taken 
and Congress has never expressed the will of the people in 
terms of legislation. We find ourselves unable to avoid this 
responsibility, whether we favor it or not. Weare hardly in 
a position to say, “This is not a responsibility of the Fed- 
eral Government, but a community problem’, when a dis- 
abled, helpless individual is brought to our admission services 
by a family that has already destituted itself caring for him. 
A lot has been written and many words have been spoken 
about plans to attack this problem, but our people in the field 
have actually been facing the problem for many years and 
each has found a sort of compromise solution locally—some 
to a greater extent, some to a lesser extent—our hospitals are 
earing for these veterans right now. They are caring for 
them in beds dsigned to furnish medical care, not custodial 
eare. This is not an adequate long-term solution, nor would 
it be wise to say that we are not responsible. The public 
has made us responsible just as effectively as enabling 
legislation. 

As mentioned above, we oppose institutions for single 
specialties. Medical care for these patients, just as for 
other categories, requires the full range of skills. We would 
favor the construction of special wards specifically designed 
for disabled individuals, as integral parts of general hospitals. 
These wards could be physically arranged so that help would 
never be distant, but they would not require staffing by the 
same level of skills as other wards. The construction, equip- 
ment, and staffiing should be such that all “patients” could 
be gotten out of bed every day and dressed in street clothes. 
Activities planned for each individual according to his own 
specific needs would have to be provided. They would not 
be “cheap” units in a money sense, but they would spare the 
highly developed knowledge and skills of the hospitals for 
those patients who could still benefit thereby and eventually 
return to useful community living. 

An essential feature of such hospitals should be research in 
preventing chronic illness and education for the community. 
Participation in post hospital home care would be highly 
desirable. 


Atlanta, Ga., Covering States of Alabama, Florida, Georgia, 
Mississippi, North Carolina, South Carolina, and Ten- 
nessee 


pretation of need for hospitalization and we are constantly 
striving to attain more uniformity. 

Question: What are your views on the merging of regional 
office clinics with hospitals? 

Comment: In my opinion regional office clinics should be 
merged with hospitals as has been done in the past when the 
local situation is such that space is available and such a 
merger will add to the efficiency of the clinic operation. 

Question: Please give your views on the maintenance of 
station laundries as contrasted with proposals to have these 
services furnished by commercial laundries. 

Comment: Most hospital officials believe that they can 
operate their own laundry more economically and with 
better quality of service. I agree with this opinion. 

Question: Indicate the most pressing need in your area 
and the hospital or domiciliary which you believe to be in 
most need of attention either from a physical construction 
standpoint, recruitment of personnel, or any other condition 
you believe to be vital. 

Comment: The most pressing need in this area at this time 
is for a replacement hospital for VA Hospital, Atlanta. I 
would give second priority to recruitment of psychiatrists, 
particularly for VA Hospital, Murfreesboro. 

Question: Do you believe that there is a need for a type of 
eare which is variously described as intermediate care or 
nursing care for patients who are chronically ill? If so, 
where would you locate such institutions? Would you keep 
them as part of a general medical setup or a separate insti- 
tution? 

Comment: The need for such care is becoming increasingly 
apparent. I would much prefer to provide this care in or as 
a separate section of a GM&S hospital rather thaa establish- 
ing a separate institution. Although these patients do not 
require as much medical attention as acute cases, when they 
do require it the need is urgent and doctors must be available. 
It would be quite difficult to interest physicians in this type 
of an assignment unless it was an integral part of a GM&S 
hospital. 
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St. Leuis, Mo. Covering States of Arkansas, Colorado, 
- ramon Louisiana, Missouri, New Mexico, Oklahoma, and 
exas 


and experienced physician staff can be recruited for an out- 
patient clinic which is integrated with a hospital than for 
one in a Regional Office, and there is some saving in the 
consultant and lecture funds in the integrated clinic. The 
primary justification for combining and integrating out- 
patient clinics with hospitals is the improved medical care 
to service connected veterans. The one major problem we 
are encountering in our outpatient clinics is “inadequate 
funds”. The outpatient workload has not decreased to the 
extent that had been anticipated. One of the reasons for 
this is that we are seeing more psychiatric patients in our 
Mental Hygiene Clinics and thereby keeping some of these 
veterans out of our hospitals. Another reason is that as our 
veterans become older they develop more diseases and dis- 
abilities which are adjunct to their service connected dis- 
abilities, and with the continued inflation and high cost of 
living, some veterans who in the past have seen their private 
physicians instead of coming to the Veterans Administration 
for assistance are now visiting our outpatient clinics, 

I. Veterans Administration stations should maintain their 
own laundries. Cost studies made by hospitals in this Area 
reveal that costs would be considerably higher when laundry 
is performed by outside contractors, than when completed 
at the Veterans Administration hospitals. There is only one 
hospital in this Medical Area which is currently using con- 
tract laundry service and this hospital has no laundry facili- 
ties. Furthermore, it is the consensus that commercial 


laundries could not provide the quality of service and de- 
pendability provided by Veterans Administration laundries. 
Obviously privately operated hospitals would not construct 
and operate their own laundries if more economical, safer, 


and better service was available from commercial sources. 
J. The four listed hospitals are in immediate need of 

physical and financial help to aid and assist in the up grading 
of the physical plant: 

VAH, Albuquerque, N. Mex. 

VAH, Fort Bayard, N. Mex. 

VACC, Wadsworth, Kans. 

VAH, Waco, Tex. 


VA Consolidated Center Wadsworth is also in great need 
of additional physicians and nurses. The hospitals in this 
Area have listed 88 vacancies for physicians and the primary 
reason for the vacancies is that they cannot recruit the 
physicians because of the low salaries they are able to pay 
the physicians. There are numerous vacancies for regis- 
tered nurses in various hospitals because the stations have 
insufficient funds to employ more nurses. In spite of our 
efforts to equitably distribute available funds, several hos- 
pitals and outpatient clinics are urgently in need of additional 
money to operate their stations. 

K. I believe that there is an urgent need for a type of care 
which is variously described as intermediate care or nursing 
care for patients who are chronically ill. I believe such 
facilities should be located in separate buildings on the 
grounds adjacent to certain of our GM&S hospitals where 
such chronic long-term patients could be provided services 
from the Veterans Administration hospital when needed. I 
do not believe separate hospitals should be established as 
separate institutions for the care of chronic long-term cases. 
Nor do I believe separate nursing homes should be estab- 
lished long distances from a Veterans Administration hos- 
pital. If established they should be located in areas where 
veteran population would justify such a facility. Under ex- 


Trenton, N.J., Covering States of Delaware, Maryland, New 
Jersey, Pennsylvania, Puerto Rico, Virginia, West Virginia, 
and the District of Columbia 


It is hoped that the opinions I have expressed will be of 
some value to you in your consideration of the various phases 
of the medical and hospital prorgams administered by the 
Veterans Administration. 

Sincerely yours, 
D. R. Rogstnson, M.D., 
Area Medical Director. 
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San Francisco, Calif. Covering States of Alaska, Arizona, Columbus, Ohio, Covering States of Indiana, Illinois, 
California, Hawaii, Nevada, Oregon, Utah, and Wash- 


Kentucky, Michigan, and Ohio 


Springs, Kentucky, has been extremely difficult except at un- 
skilled levels. 

11. Do you believe that there is a need for a type of care 
which is variously described as intermediate care or nursing 
eare for patients who are chronically ill? If so, where would 
you locate such institutions? Would you keep them as part 
of a general medical setup or a separate institution? 

A modern hospital is a combination of a miracle of knowl- 
edge, as well as equipment and costly construction. It is 
designed to diagnose and treat disease, including as treat- 
ment the total care and rehabilitation of the patient, phys- 
ically, mentally, emotionally, and socially. If the so-called 
“intermediate” patient requires any of the functions for 
which the hospital was designed, constructed, and staffed, 
he should receive that function either as an inpatient or as 
an outpatient. If he does not require any of these functions 
the hospital is an extremely expensive and wasteful home. 
Medically, therefore, the disabled individual who can no 
longer benefit by any of the hospital’s functions, does not be- 
long in a hospital. Unfortunately there are considerations 
other than medical which have to be evaluated. The family 
and community cannot or will not care for these people. The 
average home is inadequate and the average community has 
not provided public facilities. Individuals in this category 
who are also veterans have been considered as VA responsi- 
bilities by local action, even though no vote was ever taken 
and Congress has never expressed the will of the people in 
terms of legislation. We find ourselves unable to avoid this 
responsibility, whether we favor it or not. Weare hardly in 
a position to say, “This is not a responsibility of the Fed- 
eral Government, but a community problem”, when a dis- 
abled, helpless individual is brought to our admission services 
by a family that has already destituted itself caring for him. 
A lot has been written and many words have been spoken 
about plans to attack this problem, but our people in the field 
have actually been facing the problem for many years and 
each has found a sort of compromise solution locally—some 
to a greater extent, some to a lesser extent—our hospitals are 
caring for these veterans right now. They are caring for 
them in beds dsigned to furnish medical care, not custodial 
eare. This is not an adequate long-term solution, nor would 
it be wise to say that we are not responsible. The public 
has made us responsible just as effectively as enabling 
legislation. 

As mentioned above, we oppose institutions for single 
specialties. Medical care for these patients, just as for 
other categories, requires the full range of skills. We would 
favor the construction of special wards specifically designed 
for disabled individuals, as integral parts of general hospitals. 
These wards could be physically arranged so that help would 
never be distant, but they would not require staffing by the 
same level of skills as other wards. The construction, equip- 
ment, and staffiing should be such that all “patients” could 
be gotten out of bed every day and dressed in street clothes. 
Activities planned for each individual according to his own 
specific needs would have to be provided. They would not 
be “cheap” units in a money sense, but they would spare the 
highly developed knowledge and skills of the hospitals for 
those patients who could still benefit thereby and eventually 
return to useful community living. 

An essential feature of such hospitals should be research in 
preventing chronic illness and education for the community. 
Participation in post hospital home care would be highly 
desirable. 


Atlanta, Ga., Covering States of Alabama, Florida, Georgia, 


Mississippi, North Carolina, South Carolina, and Ten- 


pretation of need for hospitalization and we are constantly 
striving to attain more uniformity. 

Question: What are your views on the merging of regional 
office clinics with hospitals? 

Comment: In my opinion regional office clinics should be 
merged with hospitals as has been done in the past when the 
local situation is such that space is available and such a 
merger will add to the efficiency of the clinic operation. 

Question: Please give your views on the maintenance of 
station laundries as contrasted with proposals to have these 
services furnished by commercial laundries. 

Comment: Most hospital officials believe that they can 
operate their own laundry more economically and with 
better quality of service. I agree with this opinion. 

Question: Indicate the most pressing need in your area 
and the hospital or domiciliary which you believe to be in 
most need of attention either from a physical construction 
standpoint, recruitment of personnel, or any other condition 
you believe to be vital. 

Comment: The most pressing need in this area at this time 
is for a replacement hospital for VA Hospital, Atlanta. I 
would give second priority to recruitment of psychiatrists, 
particularly for VA Hospital, Murfreesboro. 

Question: Do you believe that there is a need for a type of 
care which is variously described as intermediate care or 
nursing care for patients who are chronically ill? If so, 
where would you locate such institutions? Would you keep 
them as part of a general medical setup or a separate insti- 
tution? 

Comment: The need for such care is becoming increasingly 
apparent. I would much prefer to provide this care in or as 
a separate section of a GM&S hospital rather than establish- 
ing a separate institution. Although these patients do not 
require as much medical attention as acute cases, when they 
do require it the need is urgent and doctors must be available. 
It would be quite difficult to interest physicians in this type 
of an assignment unless it was an integral part of a GM&S. 
hospital. 
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St. Louis, Mo. Covering States of Arkansas, Colorado, 
— Louisiana, Missouri, New Mexico, Oklahoma, and 
exas 


isting laws, I believe the Veterans Administration has no 
authority to provide care other than hospital medical care 
to service connected veterans and to eligible non-service 
connected veterans, and outpatient medical care for service 
connected veterans. Some type of care other than hospital 
medical care is urgently needed for many of our veteran 
population, and this care should not be attempted in our 
hospitals since if we should do so, our expensive and much 
needed hospital facilities would not be properly and eco- 
nomically utilized, and we would soon not have sufficient hos- 
pital beds to accommodate acutely ill veterans who urgently 
need these facilities. This problem continues to increase as 
our veteran population grows older. 
Very truly yours, 
Cuas. H. Breastey, M.D., 
Area Medical Director. 
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HOSPITAL PROGRAM OF THE VA 877 


Dr. Timm is a diplomat of the American Board of Psychiatry and 
Neurology, and prior to entering the service of the Veterans’ Admin- 
istration in 1938, practiced medicine in his native State of Missouri. 

He has served at Veterans’ Administration hospitals in Palo Alto, 
Calif., Danville, Ill., and Port Custer, Mich. He served in World 
War II in the Army Medical Corps and has been in his present posi- 
tion for approximately 2 years. We are very happy to have you with 
us, Dr. Timm, and will be glad to have you proceed along the lines 
indicated in the agenda which was submitted to you at the time these 
hearings were scheduled. 

It was my understanding that you and Dr. Carroll of the Boston 
area have been briefed by medical personnel in central office and I 
want to emphasize again that the subcommittee is interested in having 
your full and frank views on the questions which we have submitted 
to you. Dr. Timm. 


STATEMENT OF DR. OREON K. TIMM, AREA MEDICAL DIRECTOR OF 
THE ST. PAUL OFFICE OF THE VETERANS’ ADMINISTRATION 


Dr. Timm. Thank you, Mrs. Kee. It is a pleasure to have this 
opportunity to perhaps present a little different viewpoint, coming 
as I do particularly with a psychiatric background which is a little 
different than the rest of the area medical directors. 

We have on the agenda the first item of recruitment personnel and 
pay seale. Out in the St. Paul area we have a number of stations 
which are not close to large cities. Some of our stations are in rather 
large cities, but the majority of them are in rather small communities. 
So that in attempting to fill the staffs of these hospitals, we have to 
depend a great deal on our ability to recruit people from often far 
away. 

This I think is a very important factor in indicating the necessity 
for more attractive salaries, especially for our physicians. We have 
found that it is not too difficult to recruit general practitioners who 
would be interested in finding something a little less demanding than 
their general practices out in the neighborhood of some of these 
hospitals. 

Of course, we do find that our salary scale is not too attractive to 
a lot of the very able people. I suppose that we have recruitment 
difficulties in ait every specialty of medicine. I think I can 
point this up by indicating that we have only about 15 certified psy- 
chiatrists in the entire area on a full-time basis, of whom 9 are either 
managers or directors of professional services. 

Many of the other specialties are in short supply, especially patholo- 
gists, radiologists, uiobogiates At the present time our staffs are pretty 
well filled up with surgeons but when a vacancy does occur we some- 
times have difficulty in getting a well-qualified man to fill it even in 
the fields of surgery and medicine where the largest number of quali- 
fied people are available. 

I feel that in addition to the pay scale, and this I am sure is a prob- 
lem mainly for the VA itself and for area officers in particular, to in- 
sure that we have other inducements in our hospitals for physicians 
in order to attract and hold them. 
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In this respect, an on-going and live research program, plus oppor- 
tunities to teach seem to the things that well-vaalified doctors, will- 
ing to go into a full-time hospital career want and expect. We find 
that where we can provide these opportunities we have less difficulty 
in holding our 

I have had a number of discussions with physicians in some of our 
hospitals where we do have good teaching and research programs 
roe f they express a great dea] less concern about a pay scale than we 
find in the hospitals where these programs are less well developed. 
So I feel, and se acted on the basis of that feeling, that we need 
research programs in all of our hospitals to upgrade our staff. 

I do not know that there is anything further I can say on that par- 
ticular topic except to sum up that we do find ourselves in an unfavor- 
able competitive position so far as salaries are concerned when it 
comes to recruiting and holding physicians. 

Mrs. Ker. Dr. Timm, H.R. 9792 would in effect provide that the 
manager of a hospital should receive at least $500 more than any per- 
son in the hospital who is under his supervision. Would you favor 
legislation of that sort ? 

r. Towa. I certainly feel that the manager should be paid more 
than anybody else in the hospital and I also feel that the director of 
professional services should have financial recognition for the tre- 
mendous responsibility that he carries. 

Mrs. Ker. Would you not consider $500 a very small amount ? 

Dr. Timm. Frankly I would, yes. 

Mrs. Ker. Please proceed. 

Dr. Tom. With respect to fund allocation and costs,.we are pres- 
ently working in the VA I think in a very effective manner in making 
the lon use of the money that we have. I say a very effective manner 
because we are getting closer and closer to station management and 
coordinating the—rather taking advantage of the knowledge, the in- 
timate knowledge that our station managers and station staffs have of 
their own problems and bringing this knowledge and their conclu- 
sions based on the facts that they develop into some kind of an over- 
all integration. 

There is also, of course, when we get managers together, and I used 
to take part in these myself, a lot of discussion about more equitable 
type of allocating funds. One of the suggestions which is very often 
made is that a specific allowance should be made in relation to turn- 
over rate. 

Personally, I do not feel that this is a factor that can be controlled. 
as I mean it can be manipulated. I know from the experience 
I have had, relatively brief experience I have had in my present 
position, that in developing final allocations such things as turnover 
rate are very definitely taken into consideration, and where this is a 
factor in costs, consideration is given to it. 

I feel that of all the factors in costs, that turnover rate is one 
that can most easily be distorted. So that I feel perfectly secure in 
my own thinking about stations when I am able to view their turnover 
rate in the perspective of what else is going on at that station and 
what the turnover rate really means. I believe that keeping the 
weighting on turnover rate absolutely flexible is essential if we are 
going to arrive at sound allocations. 


We 
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The question was raised: Does my office know the cost for the 
treatment of specific disabilities at each of the hospitals under our 
jurisdiction? And my answer to that is “No.” I do not see that this 

ind of information would be of any particular value to me as an 
area medical director. We are going to have to do appendectomies 
that come along, we are going to have to do the herniorrhaphies 
that come along and the open heart surgery and everything else in 
spite of the cost, the specific procedures. And we are more concerned 
in keeping our cost consciousness directed toward the overall operation 
of the hospital so that we can be prepared to handle whatever load 
might come along. 

s a matter of interest when I saw this question I did check out 
what the cost would be to do an appendectomy in the sense of physi- 
cian and nurse time and assuming a physician at the top salary of 
$16,000 a year, if you assume that he works 60 hours a week and this 
is about what most of them work, it turns out that the amount of time 
this one surgeon would put in, assuming that he saw the patient on 
admission, examined him and does the history on him and then sent 
him to the operating room and operated on him and followed him for 
7 days’ postoperative care at about 5 to 10 minutes a day, on the basis 
of a 60-hour week the total amount of salary that is paid to the 
surgeon for this service is $15.61. This of course is meaningless. It 
is merely, I thought, of some interest. 

Mrs. Ker. Mr. Patterson wants to ask you a question. 

CounsEL. It is true, is it not, that there are a number of hospitals in 
some areas that do keep statistics on the cost of all specific operations 
in the hospital ? 

Dr. Tou. I am quite sure this is true. I do not happen to know of 
any in my area. I think I have already indicated I a not think this 
is a very realistic way of approaching the problem. Similarly, there 
are those who think the per diem basis is of some value. I think it 
is perhaps overrated because after all you have to do these things and 
they total up and if you do enough of them the per diem comes down. 

If you do not do too many it goes up and while within very broad 
limits it is of some value as a control factor. I think we need to 
know more about what the regular loads on a hospital are and how 
many people it takes to meet ym loads and something about the cost 
of the supplies that will be involved. . 

The question is asked: Is the cost of medical care in the hospital 
under my supervision higher than under private and State institu- 
tions? I suppose we could talk all day about this. If we do go to 
the per diem the answer is that insofar as I have information on per 
diem in private hospitals, our costs are considerably less. I have 
some figures, indicating that of 11 hospitals in the city of Minneapolis 
the average per diem is $43. This is considerably more than the per 
diem at our Minneapolis VA Hospital which is one of our real out- 
standing hospitals with a terrific training program, a terrific research 
program, and an outstanding clinical program. 

Again the figure was quoted to me of a per diem of about $49. One 
source gave me that figure for the Minneapolis General Hospital 
which is a municipal hospital, but, of course, if the figure is very high 
because it handles practically all the accidents in the city. 
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So. far as the State institutions are concerned I do not_happen to 
have their.costs. I know they are much less than ours, There is not 
a great deal of point in COMPAS these figures for the simple reason 
that they are made up differently. The per diem costs in the VA 
reflect one thing. The per diem costs in private hospitals reflect 
something else. And merely teking them as they are published, I 
am afraid does not help very much. 

The matter of any information as to what I might have concerning 
the average cost for caring for the average veteran projected over a 
10-year period, I am afraid that I cannot answer that. I know of no 

lace to get this kind of information. We do hear figures quoted, 
oo not very much impressed with their validity, about the percent- 

age of veterans that are in the hospital at any particular time. I 
think I just have nothing to say on that. od 

“What should be the employee ration per patient in your opinion?” 

First let. me say I do not have too broad an experience in tubercu- 
losis. There was one in the St. Paul area. It has been converted to 
general medical and surgical administration and has been doing con- 
siderable work of that nature for some time. But as we study the 
present staffing patterns in our general medical and surgical hospitals 
and we do this rather regularly we attempt to evaluate what the 
different segment services in these hospitals are doing and we give 
them an actual and numerical or a letter rating and when we have 
our staff meetings at the area trying to work out these evaluations 
we require of the service chief who is presenting most of the data in 
regard to his respective service his estimate of what needs to be done 
in the way of personnel or space requirements, leadership, various 
elements that go into giving good service. 

He is required to make comment as to how this particular individual 
service could be improved. Well, when we look at what we have and 
then bring together what we need to raise the performance of these 
individual services to a high level, it usually comes out. pretty close 
to about 2 to 1—2 employees to 1 patient. This is a ratio which has 
been discussed for a long time and it does work out this way. We 
recently in developing recommendations for budgetary projections 
had this experience again; that is, if we could realize the ratio of 2 | 
to 1 we could have very effective staffing, and in most. instances serv- 
ices that would be completely satisfactory. 

- Now in the neuropsychiatric hospital—I have been in this business 
a long time—the thing that you do with neuropsychiatric patients, 
the thing that you do with patients in a neuropsychiatric hospital, the 
basic thing is that you bring them into relationship with people, into 
a controlled relationship with people. Now I have never seen an NP 
hospital that had enough people on its rolls to do the kind of job that 
the staff leadership knows how to do. 

On the other hand, since so,much of our work with. hospitalized 
psychiatric patients is on a group basis for the very good reason that 
we are attempting to reintegrate these people back into group living, 
we do not require the degree of staffing in the NP hospital that we 

uire in the general medical and surgical. 

ost of the psychiatric hospitals under my jurisdiction have: ratios 
to of about five-tenthe; some are lower, and 
t 


hink one is a little bit higher. If I could just about double the 
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ple in our NP hospitals I know that we could do a much better 
job. So that again I find myself in complete agreement with a hen 
which has been developed, I think—well, perhaps I should not say how 
it has been developed, I do not really know, but the ration of 1 to 1 
in our NP hospitals would enable us to do a very good job. 

I have been asked to comment on consultant and attending fees and 
as I read the question it appears that it is directed toward area con- 
sultant and attending fees; that is to say, consultants to the area 
office. I have found among the individuals who are attracted to 
assignments as area consultants a very high dedication to the field 
of medicine. Many of them haye an extremely high dedication to the 
matter of taking good care of veterans. I know that among some of 
them anyway these motivations are much more important than the 
pay we give them. I think that our problem is not so much the fee 
that we pay our area consultants as to find men of the caliber that 
we like to Ae in this job who have got the time to travel the tre- 
mendous distances involved out in the Northwest. It is almost as 
far to my office from one of the hospitals as it is from my office to 
here. And these men are very busy and they usually have obligations, 
teaching obligations, aside from taking care of their own practice. 

Now, although I feel that our problem here in gi this type of 
person and holding him is not what we pay him, I still feel we ought 
to pay him more. IL believe the rates have been set for these consultants 
back around 1946 or 1947 and they are the same now as they were 
then. I-think this should be recognized and the regular fee for these 
people should go up. 

If we deviate a little bit from the specific question here and talk 
about consultants and attendings in general the problem is a little 
different. We do find many, many of our hospital consultants and 
attendings who offer their services for the same reasons that I men- 
tioned in respect tothe area consultants. On the other hand, especially 
among the attendings and a lot of our clinics and some of our hospitals 
we depend upon the young man who has recently completed his 
residency and who is trying to get a start in practice. We depend on 
these fellows to provide a lot of our medical treatment and it is 

tting a little more difficult right along to keep them interested at 
a visit, 

This is understandable, I think, when you consider for example 
that an attending might. while he is at. the hospital perform an. 
operation, on one or two patients and he is still going to get $25 for 
being, out. there on that day, whereas if he had done these two opera- 
tions in his;private. practice he would be $400 ahead or better. So I 
believe that. some consideration should be given to the matter of 
compensation for hospital attendings and. especially. and to some 
extent hospital consultants. 

The next tapie on the agenda here is the turnover ratio. And re- 
lated to that, I have been asked to discuss the waiting list, question. 
Now, I feel, competent to talk about the waiting list. only from the 
standpoint of its operational value to my office, That, is really all 
I know about it. I know that these waiting lists are used for other 
parpoene Just exactly how they are used and what is hoped to. get 

rom them I.am not familiar with. So. that I would say that as.an 
operational element in my office or as a management tool. perhaps, 
51434606 
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I ought to say the waiting list has a definite meaning, a very important 
meaning. 

The ea medical director is responsible for controlling the utiliza- 
tion of beds in his area. And he has the authority to see to it that 
these beds are used in their most effective way.so far as conditions will 
permit. So that the waiting list has to be meaningful to me or I 
cannot discharge one of my most important responsibilities. 

So we watch it very carefully. I feel that the waiting list which is 
set up in accordance with the instructions that the stations have is a 
truthful statement of the impending load on the hospital. In brief 
we require that when a veteran presents himself for admission or if 
he presents an application by mail, the hospital make a decision as 
to whether or not this veteran needs hospitalization. Many of them 
do; many of them do not. I know from long years working as an OD 
and as an admitting doctor and at various other levels in the hospital 
system that the easiest approach when a person comes for admission 
and you find that he is not a suitable patient is that he does not really 
require or would not benefit from hospital care the easy approach is 
just to say “Sorry, we haven’t a bed right now and will put you on 
the waiting list.” 

I know that has been done in the past. I think this sort of thing 
has been minimized, at least in our area and we have asked our man- 
agers and directors of professional services to take a direct ete om 
interest in this matter and see to it that the decision is clearly made 
so that the veteran is either declared eligible, medically eligible, or 
medically ineligible and if declared medically eligible we offer only 
two courses of action to the hospital; namely, to admit the patient 
or put him on the waiting list. 

ow if he is not medically eligible he is not put on the waiting list. 
We also permit, and as a matter of fact I encourage, the managers in 
my area to schedule medically eligible patients for admission im- 
mediately, and where there is a possibility to do this, where they can 
be told “Report on such and such a date for admission,” then they 
do not go on the waiting list. So that when these two factors are 
taken care of, namely that a clear decision is made that he is or is not 
eligible and secondly, if he is found to be eligible to schedule him for 
admission at the earliest possible date within the next 15 days, then 
what remains is a clear index to me of the load that this hospital] is 
going to have to try to take care of as quickly as possible. 

We have a relatively low waiting list in our area. It think it is 
the smallest one—the month of January showed some increase. I 
think we have 200 and—the total waiting list for our 5 psychiatric 
hospitals at the close of the month of January was 272 and the total 
waiting list for our fourteen G.M. & S. hospitals was 346 for a total 
waiting list of 618 in the area. 

We watch this list and what it does on an individual hospital basis 
and if it starts to grow we check with the hospital manager, find out 
what the problem is and take the necessary steps, such as transferring 
the applications from one hospital to another. We try to avoid this 
because generally the veteran will apply to the hospital that he wants 
to get into, And I think our chance of successfully treating the man 
is greatly improved if we can'provide him hospitalization where he 
wants to go. 
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I think perhaps this has some relation to free choice of physician. 
I do not know. But at any rate, there is always a certain amount of 
resistance to moving these applications from one place to another. 

So to sum up then, we use the waiting list, we watch it carefully, 
and I believe that it is a very effective tool of management. 

I would not change the present procedures. 

The question is asked would I favor the enactment of legislation 
such as H.R. 7965 which would permit the hospital to provide some 
form of outpatient care for nonservice connected cases to work up the 
case prior to hospital admission when determined to be needed and 
posthospital outpatient care where it would increase turnover rate. 

I would favor something of this sort if a certain number of quali- 
fications were there. I think that a procedure whereby we could do 
in the outpatient clinics the sort of things that private physicians do 
in their offices before patients are admitted would definitely shorten 
the stay in the hospital. This would be an advantage both to the 
patient and to the hospital. 

On the other hand, I would be very much opposed to putting this 
kind of a procedure in merely as a part of the hampitel! procedure 
without funds to support it. It will cost a lot of money to do this. 
Just how much I do not know. I am reasonably sure that the money 
saved on shortened hospital stay would be considerably more than the 
cost of providing the service. 

It would not mean any actual dollars in the cash register but in 
terms of the number of patients which could be treated in the hospital] 
for the same fund allocation, it would save money. That is to say, 
we would be doing the work in the clinic without having to provide the 
other services that at that point are not essential. 

So far as the posthospital care is concerned it seems to me that we 
have rather adequate procedures at a with our completion of 
bed occupancy program in the general medical and surgical hospitals 
and the trial visit program in the psychiatric hospitals. So that 
I doubt that at that end of the hospitalization this bill would have 
any emer effect on length of — 

ave next been asked to provide any specific suggestions which 
in my opinion would lead to an increase in the turnover rate in neuro- 
psychiatric hospitals. Well, yes. I have already mentioned in my 
foregoing remarks that we have about half as many people in our 
neuropsychiatric hospitals to do the job as we need. Dartainby, I feel 
that we are going to increase the turnover rate, if we are going to do 
ple have got to get treatment to more patients and get it to them 

uicker. 

; Statistics can be provided to show that this isso. But I think I can 
show you also from the professional standpoint that it must be so. 

When a patient becomes mentally ill there are two phases to his 
functioning which contribute to his disability. In the first place, 
there is a pathological reaction that goes on in the mind, whether it be 
a psychopathological or as it may be in many instances an actual phy- 
sica pathological rocess. But whatever its inherent nature this is 
a form of illness. It is a form of sickness. Now we perhaps do not 
know as much about this as we do about some other illnesses and may- 
be we know more. We do know that the human body, the human 
person, has a terrific ability to recover from this type of thing’and 
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that there are strong forces within the individual which will lead to 
tne recovery from this particular type of pathology, this maladjust- 
om with the resulting schizophrenia or whatever the illness might. 

However, strong as this tendency to recover may be, there is another 
tendency in the opposite direction not to recover. And if patients are 
left to themselves a certain percentage of them will get well from this 
phase of the illness and a certain percentage will not. 

_Now we know that we can move in and attack this part of the illness: 
directly. There are various ways of doing it. It can be done with 
intensive psychotherapy. It can be done with shock therapy. It can 
be done with insulin therapy. And of course if the disturbance is due 
to some type of specific organic disease such as a tumor or an infection 
then it may require surgery or the attention of an internist. At any 
rate, this particular phase of the illness is in the domain of no one but. 
the psychiatrist. I think this is an important point in trying to de- 
velop plans for our mental hospitals. 

Now the other phase of the illness has to do with a reaction of the- 
patient to his own illness and this reaction is pretty standard. It 
represents a withdrawal of some type or another from other human 
contacts. Sometimes this withdrawal is expressed in a—purely in a 
depression. Sometimes it is expressed in very aggressive behavior 
which tends to drive other human contacts away. It may be ex- 
pressed in a complete desire type of behavior which also has the: 
effect of shutting out other human contacts. 

Now this particular phase of the illness, this withdrawal from: 
interhuman relationships, this is the sort of thing that we can attack 
through the use of various types of activities. By this I mean our 
group recreations, our group occupational therapy, our group psy- 
chotherapy, all kinds of group activities. 

Now up to a certain point—and this is what we have had to do— 
up to a certain point we can es gue for our lack of psychiatrists. 
through emphasizing this particular phase of the attack on the illness. 
That is to say, a type of resocialization which is planned out for the- 
patients and which may be carried out by parapsychiatric personnel, 
psychologists, social workers, nurses, nursing assistants, various types. 
of techniques. 

Now in either instance, whether we are dealing with a direct attack: 
‘on the illness of a kind such as the psychiatrist. would do or whether 
we are going to attack the withdrawal and attempt to bring about 
a resocialization hoping that the forces toward recovery will take- 
care of the basic pathology, the basic symptomology, or whether we- 
are going to do the obviously correct. thing and utilize both ap- 
proaches, whatever we do will be contanlled by our resources and 
the sooner we get to the patient with the techniques that we have at 
our peat, both psychiatric and resocialization, the greater is the- 
chance for the patient to recover. 

I said that up to a certain point we could compensate for the lack 
of psychiatrists through the use of the resocialization or activity 
Penge whatever you want to call it, and this is true but if we do- 
not have sufficient. personnel so that we can ~— appropriate, and I 
underscore that word, appropriate activities for these patients we do» 
not get to them. 
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I once had an experience in a psychiatric hospital where I had been 


for a while, of starting a program which was designed to evaluate 
every patient in the hospital and to evaluate what had been done to 
or for him. And we found that there was only a small percentage 
of the patients in the entire hospital who had ever iad any kind of 
a planned approach to treatment. 
his was not due to neglect. It was simply due to the fact that 
there are only so many people on the therapeutic team and there are 
only so many hours in the day. And if they cannot get to all the 
atients they are going to get to the ones that look like they have the 
best chance. And this means the ones that really need the therapeutic 
dynamite are the ones that get MA And there is only one 
answer to it and this is more personnel. 

It would be nice if we could simply say if we get more personnel 
we will get this job done. Unfortunately, these people are not easy 
to get, especially psychiatrists, and we do have to take from the labor 
market people who often are not prepared for this kind of work. 

‘This means that we have to have good training programs. These 
training programs cost money, and I think one of the things that 
needs to be emphasized is that there is a great need to enable our em- 
ployees, new employees especially, to get to some of our centers where 
they can be adequately trained. 

This involves at least two piles of money, one, there is a very con- 
siderable limitation on travel money and, as long as there is, managers 
are going to be very reluctant to release the small quantities they have 
for the purpose of training low-salaried Seaver: And secondly, 
up to a certain point we can send these employees into some of our 
better centers and these centers will train them but when it gets to be 
a lar thing it simply means that we are pulling their people out 
of their jobs and duties in the center in order to take care of some- 
body else’s problem. And so money for this type of training should 
be provided. Itis provided. We need more of it. 

is brings me to another point. Assuming that the patient is going 
to receive sufficient care and treatment or even if he does not recovers 
to the point that he ought to be trying his wings outside the hospital. 
What are we going to do about it? Are we simply going to send him 
out at the earliest possible time or should we hold him in the hospital 
until we are sure? Well, the answer is somewhere in between these 
two gouges intime. But the point that I wish to get to here is that many 
of these patients will become therapextic failures. They will return 
to the hospital if they are simply sent out on their own resources. 

I know this is so well known that there is little point in my mp dime 
I think it is pretty generally recognized that we could keep a number 
of our patients in the community if we could provide some kind of 
supervision or assistance or guidance from the hospital while the 
patient is reestablishing himself. Then of course the answer to this is 
poor well known and this is to put on enough social workers to do 
the job. 

ow the strengthening of our social work service in the neuro- 
psychiatric hospitals would definitely help. But I am afraid that 
under the existing arrangements that if we did put on more social 
workers they would have to get their job done on the hospital and 
the key to the successful operation of this type of a program is getting 
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the social worker out into the community to help the patient in the 
setting in which he is going to be living. 

‘And again this means a more liberal supply of travel money. Sta- 
tions often have the funds but because there is a special limitation on 
employee travel money they cannot use it for this purpose. And my 
own feeling is that these restrictions should be liberalized so if we do 
am Se social workers we will be able to use them where they are 
needed. 

The question is raised should the foster home program be eolaraed 
and the answer I think is obvious. Yes, the foster home program, like 
the hospital program should be big enough to take care of whatever 
the toad might o We are encouraging our hospitals to use this 
approach. Sometimes it develops pretty well and then it tends to 
retreat and to be redeveloped. 

I might mention here lay that other approaches similar to the foster 
home program are effective and can be used, the establishment of small 
colonies in appropriate communities is one. The use of the night 
hospital arrangement, the day hospital arrangement, These are all 
specific approaches to the problem of getting the neuropsychiatric 
patient home and keeping him there, And they all involve funds, 

The question is asked, do you believe that it would be wise for the 
family or agency requesting admission of a veteran to agree to accept 
responsibility for the veteran’s care after he had received maximum 
hospital benefits? I do not know whether I should enlarge on this. 
My own opinion is I do not think it would be wise to do this. Actually, 
I suppose regardless of what is done we will find—I know we will 
find—a certain, unwillingness to accept responsibility for a relative. 
I do not think we can change human nature by getting a signature 
on a piece of paper. If they do sign it I think that they are not.likely 
to recognize it as an obligation. 

I think, rather, the approach should be a positive one in which 
certain elements of our staff, notably the social work service team, 
should start preparing for the patient’s, discharge the day he is ad- 
mitted. When this technique or this approach is utilized this type of 
family rejection tends to be minimized, ' 

The fourth topic I have been asked to comment on is construction. 

Mrs. Kez. Dr, Timm, do you have a statement you could file for the 
record on the subject of construction ? 

Dr. Timm. I do not have one. I can prepare one and send it to you. 

Mrs. Ker. Well, would you do that, Ht 

Dr. Surely. 

FR qi Kee. Without objection, it will be inserted in the record at 
this point, 

(The information referred to follows :) 
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COMMENTS ON IV—CONSTRUCTION 


ST. PAUL’S VETERANS’ ADMINISTRATION AREA MEDICAL OFFICE 


The predominant type of construction in this area for general medical hos- 
pitals is multistoried. However, of the 14 general, medical, and surgical hospi- 
tals only those at Omaha, Nebr., Iowa City, Iowa, Madison, Wis., Grand Island, 
Nebr., and Miles City, Mont., are truly vertical-type construction. The others 
are all more than two story but their space horizontally disposed. The Minne- 
apolis Hospital is a combination of both the modern vertical and the two-story- 
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type building. The vertical portion of this hospital was completed in 1953. 
There are seven other buildings disposed in a horseshoe pattern of two stories 
each and these are all connected together and with the new building by enclosed 
corridors. The buildings.in the five neuropsychiatric hospitals in this area are 
all two-story construction. It is my opinion that for the general, medical, and 
surgical hospitals, the vertical-type construction is far superior to other types. 
In the neuropsychiatric hospitals, I would favor the single-story building. The 
interior construction of such buildings should provide for flexibility of arrange- 
ments. This can be accomplished by the use of design which does not require 
load-bearing partitions. Bach building should have its own dining unit. The 
size of the dormitories as well as the dayrooms would vary depending upon the 
therapeutic mission of the particular building. Sufficient office space should be 
provided so that therapeutic interviewing and examination of patients can be 
effectively carried on. 

It must be borne in mind that Veterans’ Administration hospitals have a 
unique problem to contend with. In state and municipal hospitals, the patient 
population is relatively constant in makeup. That is to say that at any time 
there will be a certain percentage of each diagnostic category and each age 
group. ‘This will show little variation from year to year. In Veterans’ Admin- 
istration neuropsychiatric hospitals, however, we have a population which is 
changing continuously and progressively as to diagnostic grouping and age. 
This brings with it the necessity for changes in the overall therapeutic program 
and it is for this very important reason that buildings should be so designed 
that their interior arrangement can be altered inexpensively to meet the chang- 
ing requirements. Because of the progressive aging of the veterans, stairs 
should be eliminated as far as possible and elevators are not very satisfactory 
in moving groups of patients. Furthermore, maintaining the patients on the 
ground level largely does away with the need for security screening or window 
grilles of any kind. For. these and other reasons, the one-story building would 
be most satisfactory. 

There have been no new hospitals constructed in the St. Paul medical area 
since I became area medical director. However, there have been some extensive 
plans developed for modification of some of our older hospitals. I have been 
eonsulted freely in the development and finalization of these plans. I do feel 
that the area medical director can serve usefully in providing advice and con- 
sultation to the Veterans’ Administration design people in projects of this type. 

The following hospitals in the St. Paul medical area have either been con- 
structed or modernized since December 7, 1941. 


Miles, City, Mont. Omaha, Nebr: 
Fargo, N. Dak. Sioux Falls, 8S. Dak. 
Grand Island, Nebr. Tomah, Wis. 
Minneapolis, Minn. Iowa City, Iowa 
Madison, Wis. 


The remaining hospitals in this area which I believe should be considered 
for modernization are listed in the order of priority : 


St. Cloud, Minn. Des Moines, Iowa 
Sheridan, Wyo. Hot Springs, 8. Dak. 
Knoxville, Iowa Lincoln, Nebr. 

Fort Meade, S. Dak. Cheyenne, Wyo. 


All of the hospitals in this area are receiving maintenance on a planned 
basis. The maintenance schedules will be reasonably current if the funds 
projected in the 1962 forecasts are made available. 

My experience has been that the 500-bed general, medical, and surgical hos- 
pital is the most efficient as well as the most economic size for this type of 
hospital, I feel that the neuropsychiatric hospitals ideally should not be smaller 
than 500 beds nor larger than 1,000 beds. I am convinced that the approach 
to the treatment of mental patients should be broad and varied. In hospitals 
smaller than 500 beds, limitations on the size of the staff may result in narrowing 
the scope of the program. In hospitals larger than 1,000 beds, it is difficult to 
keep the focus on each individual patient and programs may become unwieldy 
and in some instances almost perfunctory. In the construction of new general, 
medical, and surgical hospitals I feel that provision should be made for a 
neuropsychiatric pavilion taking up approximately 20 percent of the total beds 
assigned to the hospital. 
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I have no knowledge of comments by private contractors concerning their 
willingness or unwillingness to bid on Veterans’ Administration hospital 
construction. 

The 12-year program for renovation and modernization of our older hospitals 
I feel is very well conceived. Any extension of this program in time could well 
result in a serious degree of obsolesence in our plants and on the other hand 
if careful planning as to priority is carried out, as has been done, those in 
the lowest priority groups will not have become obsolete in the next 10 or 12 
years. 

Mrs. Ker. Shall we go to “General” there on page 2, “General 
comments.” 

Dr. Tr. I think this about covers the material. There is a little 
item on “General” consolidation and redesignation of hospitals in 
the area. I should have it but I do not seem to have it here. 

Insofar as consolidation is concerned I have had no experience with 
it in my area. I know of no situation in which it might even be 
considered. I would say that my own feelings about the matter are 
that consolidation in itself is neither good nor bad. 

I think that in certain instances it would be the proper thing to do. 
T think in some other instances it might not be. I do feel that—I have 
lived in a hospital practically all my life and I do know that there 
is a certain feeling among employees, among the personnel at the 
hospital, that is important. They see this hospital as their hospital 
and I think that this contributes very considerably to employee morale. 

I think there is some threat to this high, good feeling when you tend 
to swallow up one institution with another one. Now, I recognize this 
is rather a flimsy objection if there are strong reasons for doing it 
otherwise. Certainly, I would have no a agg if there was a 
reason to bring any pair of my hospitals together under a single 
management. I do very definitely favor the bringing of clinics into 
the hospitals. 

Mrs. Ker. Mr. Patterson. 

The Counsex. Dr. Timm, at that point what is your view of having 
one manager for two hospitals as is true in several localities throughout 
the country? For instance, Boston and West Roxbury, Mass. ? 

Dr. Tru. I know this has been done. I have no definite experi- 
ence with it. I would say from my own experience as a manager, one 
hospital is an awfully big job for one man and I would not want that 
kind of a job myself. 

Mrs. Kez. Do you have a further statement to make at this point, 
Dr. Timm, in addition to the one you are going to file for the record? 

Dr. Tram. No, I have no formal statement. 

Mrs. Kzr. It is all so very interesting. 

Mr. Baring, do you have questions? 

Mr. Bartne. Madam Chairman, I want to compliment the doctor 
on the most informative and honest statement. I am quite appreci- 
ative of some of the facts. Do you have any idea at all how many 
psycho cases there are? 

r. Tram. How many psychiatric cases there are ? 

Mr. Bartnea. Yes. 

Dr. Trwm. You mean among the veteran population ? 

Mr. Barre. That is right. 

; Dr. Tiwm. You can add them up but you always add up, every 
time you do the addition it comes out differently. I think perhaps 
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there is an incidence in the general population of perhaps 5 percent 
of the general population that have psychiatric illnesses at some time 
in their life, an giving you the figure of 5 percent. I realize that 
most of all the articles appearing in the popular press talk about 10 
percent, some even higher than that. There is again a considerable 
distortion in those figures so that. about 1 in 20 in general population 
is likely to have psychiatric illness at. some time in their lives and I 
would say about, this incidence in the veterans’ population, they are 
pretty much a cross section. 

Mr. Baring. Do you have any idea how many of those you do 
cure, to whom you give a clean bill of health? i 

Dr. Timm. ra not want to hedge on this question. Let me put it 
this way : If we see them in the early stages of their illness, within the 
first 6 months of their illness with adequate psychiatric care I would 
say about 75 percent of those are going to get well. bitte: 

i am talking here you see about—the question was about psychiatric 
illness. If you break this down into different kinds of disorders then 
the figures come out differently. For example, if you happen to re- 
strict yourself to the care of depressions of middle age you could raise 
that figure to up above better than 90 percent. 

On the other hand, if you are going to be dealing with character 
disorders, addictions, exclusively, then the personal rate of recovery 
is going to be very slight. 

r. Barre. What I had in mind was if you run into a 100 percent 
disabled person because of psycho trouble if you had a large per- 
centage of cure would they not normally—it would save you Govern- 
ment money because they wouldn’t be getting a hun percent 
disabled ? 

Dr. Tram. Yes, sir. I do not have the figures now but during my 
professional career I have had occasion to talk to many civic groups on 
this particular thing and if you just simply sit down and start figur- 
ing what we are paying to take care of these people, depending on the 
State hospital or VA, anywhere from ma sy a ao up to $20- 
some a day and consider that some of ame mental illness does 
not necessarily shorten life, if you fail to treat them what it is going to 
cost you on hospital costs along over a 30- or 40-year period and ye 
add to that the amount of taxes that this individual would have paid 
in the various forms if he were actually a productive worker and you 
can see the tremendous cost that one of these people is. 

A few years ago—I would not have any itlea what the figure is 
now—but a few years ago one of them in the hospital cost alone 
would amount to $90,000. 


Mr. Bartne. Do you have quite a program of training people for 


this program now ? 
Dr. Tram. We have training p ms and they are good. We 
would like to have more. We have had recently, as I indicated a 
moment ago, psychiatrists are pretty rare as a breed out in our part 
of the country and we have had to utilize general practitioners for 
our medical support in some of our hospitals. 

We find that we can take these individuals and send them into a 
training center such as the Minneapolis Hospital for 90 days and 
while we certainly don’t make psychiatrists out of them we are able 
to give some insight into what mental disease amounts to and some- 
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thing about the approach to it, an effective approach, and they come 
out of this training period much more valuable people. , 

We started doing this about 9 months ago and we have trained 
three men in this respect and this has been a good thing; we are going 
to try to keep it going. Then we have had special training for nurses 
to move into special areas of rehabilitation. This has worked very 
well. We are not doing that right now. We hope to be able to resume 
it. Then of course when the hospitals themselves—within the aoe: 
tals themselves we try to provide for the nursing personnel a skilled 
trainer, an assistant chief nurse for nurse education who will train 
these people in the techniques of the hospital involved so we do have 
the program but are not satisfied with it. 

We would like to have a better one. 

Mr. Bartne. To sum it up you need more money for staffing and 


training ? 

Dr. tiie: Yes, sir. 

Mr. Bartne. That is all. 

Mrs. Ker. Mr. Everett. 

Mr. Everett. Doctor, I notice you have five NP hospitals and your 
total budget this year is around $2214 million for the operation of those 
hospitals. How much more would it take in those five hospitals to 
have the best—I mean the Utopia—of operation? Ten percent more? 
Fifteen? Twenty? Twenty-five percent more? 

Dr. Tram. Well, the main item of course would be in salary costs. 
And the average salary runs about $5,500 in our area so that for 
$100,000 we could get about 19 people for a year and to bring the total 
up, on say at Sheridan about 350 employees and this represents—this 
would require about something over a million dollars. Now it does 
require something a little bit more than money. It requires time. We 
should have to do this thing a definite increment in the funds eve 
year to provide for improving the staffing. Assuming we did get all 
this money at one time we could not go out and recruit all these people 
at one time. And even if we could recruit them we probably could 
not train them fast enough to use them properly so this should be a 
gradual orderly growth, I would say at the rate of about somewhere 
about a 5- and 6-percent increase a year until we make up this deficit. 

Mr. Everett. Then you think that by having this additional money 
and additional personnel that you could rehabilitate a world more 
of veterans in these hospitals ? 

Dr. Tram. I am quite sure we could do a better job. 

Mr. Evererr. You talk about consultants. Should any of them 
refuse to come out in these various hospitals because the fee was 
too low? 

Dr. Trimm. Because the fee was too low? I would not exactly say 
refuse, sir, but they got too busy doing something else. 

Mr. Evererr. You talk about the waiting list only having 272 in 
all your five NP hospitals. I think we have got that many—I would 
say in my State we have 150 on the waiting list I can say right now. 
I want to compliment you on the wonderful job you are doing there, in 
all those five hospitals. 

Dr. Timm. Thank you. 

* Mr. Evererr. I want to ask you a question about the service con- 
nected and what percentage of your patients in all of your installa- 
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tions are service connected and nonservice connected. Twenty-five 
percent service connected ; would that be it # 

Dr. Tram. This will vary from time to time during the year when 
the demand for hospital beds is high. ‘Then of course the percentage 
that is service connected will increase. For example, when our wait- 
ing list in the NP hospitals get a little longer it will send the 
percentage of service connected higher, because we stop taking the 
nonservice connected as long as there are any service connected asking 
to get in. 

imilarly, in the general hospitals, especially out in ranching and 
agricultural areas such as we have out there, the season of the year has 
a tremendous bearing on whether or not a man is coming in for hos- 
pitalization. So we see in the second and third quarters a very high 
demand for hospitalization and a tendency for the bed utilization 
could go up and the waiting list to go up, whereas in the first and 
fourth quarters there is a tendency for these to go down. 

In the second and third quarters we would expect the service-con- 
nected percentage to be higher than if it is in the first and fourth. 
But on an overall basis I would say that in our NP hospitals the 
service connected will run between 40 and 50 percent and in the general 
hospitals considerably less than that, possibly around 20 percent. 

r. Everett. Doctor, what is the attitude of the local doctors? I 
mean, in this area that you supervised, relative to the service con- 
nected, and also relative to the non-service-connected cases. Are 
they very critical of the Veterans’ Administration for providing 
medical service for these non-service-connected cases ? 

Dr. Tram. Well of course, trying to categorize or to characterize 
an entire group such as doctors is again a little difficult. I run into 
different kinds of doctors, doctors with different orientations and so 
on. For example, I have the impression, this is not. a scientific Hoar 
but I have the impression that the physicians on the faculty of medica 
schools do not feel too badly about the non-service-connected patient. 
On the other hand, I think there is considerable feeling among the 
under private practitioners that rightly or wrongly the VA ought 
not to be treating non-service-connected patients. 

Mr. Evererr. Do not your managers tell you that the biggest per- 
centage of the non-service-connected cases that come into their hos- 
pitals are referred to them by doctors themselves ? 

Dr. Tru. Yes, sir, and I can testify to that myself as a former 
manager. 

Mr. Evererr. I want to compliment you on your fine statement 
and the forthrightness with which you have informed this committee 
about these matters we are discussing and I think that it has been 
very helpful. I know it has to me and I feel that it has to the other 
members of the committee. 

That is all I have. 

Dr. Trimm. Thank you, sir. 

Mrs, Ker. Dr. Timm, what is your opinion on the operation of laun- 
dry facilities in Veterans’ Administration hospitals? Do you think 
this should be done on a commercial contract basis or should the Vet- 
erans’ Administration actually perform this service? 

Dr. Trum. Well, I have always felt that the laundry job in the 
hospitals is almost as much a hospital function as feeding the patients. 
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There are special considerations in handling hospital laundry. _For 
one thing and perhaps the most important.is the matter of controlling 
infeetion.. Where we have our own laundries we can assure ourselves 
that the soiled linen is being properly segregated and properly handled 
but more important we can contro eal happens to the stuff after 
it gets out of the laundry, I mean as it is coming from the laundry. 
. Mrs. “way It is a greater protection to the patient. to have it done 
by you 

"Dr. Timm. That is right. My own personal feeling is that we 
should have our own laundries wherever it is feasible to do so.. I 
did inquire into this thing when I was a hospital manager a few 
years ago, I think before it became sort of a matter of policy with 
the VA. Some years ago we had to look toward replacing some 
expensive equipment in our laundry and I contacted some of the 
laundry people in the city to find out whether or not they would be 
inter in bidding on the laundry. I got what to me was a sort 
of a surprising answer. They said if you will give us a 5-year 
contract we will bid but we are not interested in a 1-year contract. 
And they pointed out that the reason for this attitude was that in 
order to take on a thing like a 1,700-bed hospital they would have 
to put in a lot of capital into additional equipment. 

ey would be willing to take a risk on amortizing this equipment 
over a 5-year period but they did not want to make the investment 
and then go out and have to bid against competitors again in a year. 
P Mrs. Kes, Thank you very ak. Dr. Timm. 
: Mr. George, do you have any questions ? 
; Mr. Groree, Doctor, your statement was excellent and very enlight- 
ening. 

I would like to ask you in connection with what Congressman 
Everett asked with respect to the fee of these young doctors, you 
mentioned $25 was not enough, that if he had two operations he 
might earn $400 if he was at home. The chances are he would not 
valeg the two operations if he was at home. How would you raise 

t 

Dr. Timm. I believe the cost of living has gone up something like 
25 percent in the period in which this fee has been in existence. I 
would say $35 to $50 for attendance. 

Mr. Grorer. Do you think that would be an incentive? 
3 Dr, Timm. In some instances. I am by no means convinced that 
’ this is the answer to the problem. I think we have to face it. We 
are short of doctors who were in civilian practice as well as in the 
Veterans’ Administration and we are not going to be able to get 
‘ them automatically by just paying a lot of money for them. I agree 
with that but on the other hand I think we can do better with a better 
Pay scale. 
r. Grorce. Another question. A witness told us before that 
enough money comes into the hospital but it is not properly allocated. 
Do you find that. that would be proper in your area? 

Dr. Towa, I do not think so. The only restriction, the only im- 
portant restriction is this one on travel money which I have men- 
tioned and I think this tends to hamper the program, As manager I 
$3 net recall that I ever had any difficulty about distribution of my 
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Mr. Grorcre. You have no difficulty then under VA rules? 

Dr. Tram. I do not see why there should be any. 

Mr. Grorer. You mentioned the need for social workers. What 
percentage increase would you think necessary ? 

Dr. Tram. Well, if I may, I would like to answer it this way: I 
think there should be sufficient increase to permit each social worker 
to have a load not greater than 30 active cases. 

Mr. Grorcr, Thirty cases per worker ? 

Dr. Tuma. Thirty active cases per worker. 

Mr. Georcr. Do you find it more difficult to staff hospitals in rural 
areas than in the cities ¢ 

Dr. Timm. I think one is tempted to say yes to this question but it 
does not always work out that way. In the city of Omaha, for example, 
we have no pathologist on full-time or even on a regular part-time 
staff right now. It fa been a tough job. We will get one, all right. 
Whereas, out at Fort Harrison, Mont., we have got a ay fine man 
that comes out regularly half a day ever day. But generally I would 
say that it is a little more difficult in rural stations. 

rs. Kez. Thank you, Doctor. 

Mr. Randall. 

Mr. Ranpaut. Doctor, I am remiss in being late and I did not have 
an agenda and I do not know what area you cover. 

Dr. Tram. The eight States of Minnesota, the two Dakotas, Mon- 
tana, Wyoming, Nebraska, Iowa, Wisconsin. 

Mr. Ranvaty. And this budget that you mentioned that jumped 
221% million. Does that cover that area? 

Mr. Evererr. That is just the NP hospital. 

Mr. Ranvatt. I thought that was not the entire budget. Back on 
that question, you said a million more you thought would be adequate 
on that, approximately, but you also brought in the element of time. 
The thing that I could not reconcile, you said a 5- or 6-percent increase 
a year. aig that the time element involved ? 

Dr. Tram. That is right; yes, sir. You cannot put all these people 
on at once. 

Mr. Ranvaty. That is your recommendation that that be done in 


or steps ? 
r. Timm. Thatisright. If wecould have a regular growth. 

Mr. Ranpatu. The question puzzled me a little bit. You said some- 
thing about a $90,000 figure. at did that mean ? 

Dr. Timm. I said a few years ago when I used to talk to a lot of 
different groups that based on the fact that it cost about $90,000 to 
take care of one psychiatric patient if he got into the hospital and 
stayed in the hospital for 30 years. 

r. Ranpaty. That still was for one case ? 

Dr. Trimm. Yes. 

Mr. Ranvaut. For the period of time ? 

Dr. Yes. 

Mr. Ranvawt. The figures again about tae psychiatric, generally 
over this og it is from 5 to 10 percent of the total ? 

Dr. Timm. I would — that. This is just an educated guess. 

Mr. I understand. And it'is your conclusion that you 
have been successful in at least moving them out, whether completely 
cured, at 75 percent of that figure? 
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Dr. Tuam. That was not quite what I said. The question as I 
recall was what could you do percentagewise, from the standpoint of 
getting people well if you had the facilities that I was talking about. 

Mr. Ranpauu. If you had the facilities it could run 75? 

Dr. Tom. Yes. 

Mrs. Kez. Mr. Baring has a question I believe. 

Mr. Barina. I just have one short question, Doctor. You Congress- 
men get gee | badly criticized for spending money and increasing 
the budget. would like to ask is something more definite on the 
caseworkers, the social workers. I am not in any way for socialized 
medicine. 1 am very much against it. On the other hand, you men- 
tioned several times that with the assistance of social workers you 
probably could do a better job. Could you just describe what their 
activities would do? 

Dr, Towa. They have a number of functions all of which are very 
important, In the first place, the social worker has traditionally 
been the individual who gets background information for the physi- 
cians who are going to plan the care of the pene while he 
is in the hospital. Now traditionally this has been the job of 
the social worker in the hospital but as the profession has developed 
this has become probably the least important of what they do. 

Now under ideal circumstances when a patient is admitted the social 
worker begins to make plans with the family for the eventual dis- 
position of that patient. This calls for skills in interpersonal relation- 
ships. It calls for understanding. It requires that the individual 
be able to dea) with guilt feelings that are often present in the family 
with respect to the patient and to dilute these feelings so the family 
itself can feel definitive with respect to the entire situation, 

So this function then of interpreting the patient to the family and 
the family to the patient is a tremendously important one insofar as. 
ultimate adjustment and this applies perhaps not as completely in 
the general hospital as it does in the NP hospital but it is never- 
theless an important part of genera) hospital care especially in the 
more chronic type of illness, 

Then it is necessary that the patient himself have someone to look to 
to whom he can—with whom he can discuss reality problems rather 
than problems in relation to his illness but problems of who is going to 
look after my kid, and what about the behavior of my wife that brought 
all this on, and these sort of things. The social worker is particularly 
trained and skilled to deal with this sort of thing, namely interpreting 
and guiding the patient in problem solving, in the real life. 

Finally, there are many others but I think I might just mention— 
well that is the sort of thing they do and you can see it is a very im- 
portant part of getting an individual back into regular living. 

Mr. Bartne. Thank you, Doctor. 

Mr. George. I would like to know what he was going to say finally. 

Dr. Tram. Well, especially in the NP program, the mental program 
and to some extent in the general program where you have a patient 
rehabilitated, getting him up as far as you can get im in the hospital 
and then him out is not enough. He is probably going to have 
to have some help especially if he has been hospitalized for a long time 
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in finding his place back in the community and again the social worker 
can do a big job in interpreting the situation to his former employer 


HOSPITAL PROGRAM OF THE “VA 895 


rhaps, or in calling on resources of welfare organizations who per- 

aps'can help this individual or calling on the-resources of social or- 
ganizations, clubs and so on who will help to bring him back into 
regular living. The most important function of all. 

Mr. Grorce. You mentioned 30 active cases are approximately right 
for the social worker. How many do they handle now? 

Dr. Timm. Some of them handle as many as a hundred. 

Mrs. Ker. Are there any more questions, Mr. Baring, Mr. Randall, 
Mr. George? 

I would like to ask one question. In the 1st session of the 86th 
Congress a health program was enacted for Government employees. 
One of the provisions is that the Government will pay half of the cost 
and the Federal employee will pay the other half. When this pro- 
gram becomes effective on July 1 do pu think that insurance carriers 
participating in this program should be required to pay for their in- 
sureds who are cared for in VA hospitals? 

_ Dr. Trea. I do not see why they should have any special considera- 
tion, 
Counser. Following up on that, Dr. Timm, assuming that that 
should work out so that i¢ would not be permitted, do you think i¢ 
would be advisable for the Blue Cross contract to be counted as a re- 
source when the man applies? 
Dr. Timm. Well, you ask me what I think. I think yes, as I under- 
stand the thing, though I believe my own Blue Cross specifically says 
I could not get into the VA anyhow. Rather, they would not pay 
anything on the VA. 
Counset. One other question, if I may; A number of years ago a 
deputy administrator testifying before this committee suggested that 
there be set up on an administrative basis a VA system of priorities 
for the admission of non-service-connected cases. By that he meant 
if he had a patient come up with approximately the same type of dis- 
ability or the same type of medical care needed and one man had 
$5,000 in resources and the other man had $100 you would admit the 
man with the $100 first and postpone the admission of the man with 
the $5,000. Have you heard anything about that recently ? 
Dr. Tru. Never heard anything about that. 
CounseL. What do you think of it? 
Dr. Timm. I do not think much of it. I feel that the system of 
riorities that we have now is I think equitable under the law as we 
ave it. Certainly, we have the right to admit any kind of an emer- 
gency for humanitarian reasons, veteran or not. Rnd if a patient is 
not an emergency then I think he should take his turn in the priority 
ot to which he belongs. If he is service connected, he is entitled to 

is hospitalization right now. If he is not why then I think he should 
wait until a bed is available in turn. 

Mrs. Kez. Dr. Timm, you have made a splendid witness. We feel 
that you have given us a great deal of helpful information. We have 
enjoyed having you here. Thank you very much. 

The subcommittee will adjourn until tomorrow morning at 10 a.m. 

(Whereupon, at 11:45 a.m., the hearing was recessed, to reconvene at 
10 a.m., Wednesday, February 17, 1960.) 
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WEDNESDAY, FEBRUARY 17, 1960 


House oF REPRESENTATIVES, 
SupcomMirrer oN Hosprrars or 
THe OCoMMITTER ON Vererans’ ArraAtrs, 
| Washington, D.C. 

The subcommittee met at 10 a.m, pursuant to recess, in room 356, 
Old House Office Building, Hon. Elizabeth Kee (chairman of the 
subcommittee) presiding. 

Mrs. Kez, Thesubcommittee will come to order. 

Before hearing the principal witness this morning, we are pleased 
to have with us our colleagues, two distinguished gentlemen from 
Texas, Congressman Joe M. Kilgore and Congressman John Young, 
who wish to speak in behalf of their bills, H.R. 160 and H.R. 685, 
both of which provide for the establishment of a VA hospital in 
south Texas. 

Without objection, H.R. 160 and H.R. 685 will be made part of 
the record. 

(The information referred to follows :) 


[H.R. 160, 86th Cong., 1st sess.] 
A BILL To provide for the establishment of a veterans’ hospital in south Texas 


Be it enacted by the Senate and House of Representatives of the United States 
of American in Congress assembled, That the Administrator of Veterans’ Affairs 
is authorized to acquire, in either the Fourteenth or Fifteenth Congressional 
District of Texas, a suitable site and to contract for the erection thereon of a 
Veterans’ Administration general medical and surgical hospital of three hundred 
beds. There is hereby authorized an appropriation for such construction at a 
cost not to exceed $26,000 per bed, baal 


[H.R. 685, 86th Cong., 1st sess. ] 
A BILL To provide for the establishment of a veterans’ hospital in south Texas 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled; That the Administrator of Veterans’ Affairs 
is authorized to acquire, in either the Fourteenth or Fifteenth Congressional 
District of Texas, a suitable: site and to contract for the erection thereon of a 
Veterans’ Administration general medical and surgical hospital of three hundred 
beds. There is héreby autborized an appropriation for such construction at a 
cost not to exceed $26,000 per bed. 


STATEMENT OF HON) JOE M. KILGORE, A REPRESENTATIVE 
IN CONGRESS FROM THE STATE OF TEXAS | 


Mr, Kucorr. Thank you very much, Mrs. Kee. It is very kind; 
of you and the committee to permit: us an to here 
in support of, our companion, and, identical, bills, which bills would. 
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authorize the building of a veterans hospital in etiher the 14th or 
15th Co ional Districts of Texas, the 14th district being Mr. 
Young’s istrict and the 15th district being mine. 

I know you will recall a period in the Ist session of the 85th Con- 
gress when your committee took very extensive testimony from many 
veterans groups in south Texas in mppett of this legislation. If it 
is commensurate with your policies, I would like Madam Chairman 
to incorporate merely + reference the testimony of those veterans 
groups which was presented to your committee at that time. 

Mrs. Ker. Without objection it will be placed in the record at 
this point. 

(The information referred to is as follows :) 

“Construction of New Hospitals,’ “Ability To Pay for Hospitalization,” “Re- 
cruitment and. Incentives for VA Medical Personnel,” Hearings, Committee 
on Veterans’ Affairs, 85th Congress, Ist session; Feb. 20, 21, 25, 26, 27, 28, 
March 5, 6, 7, 8, and 25, 1957 ; pages 636 through 678. 

Mr. Kueore. That testimony is essentially responsive to the situ- 
ation which exists as well as the situation which existed at that time. 
That testimony spelled out in considerable detail the fact that the 
area we speak of and in which we seek authorization to erect the 
veterans hospital is a long way away from existing facilities and is 
heavily populated. 

Most of the area in my district is in excess of 350 miles from the 
veterans hospital in Houston. And the population in my district 
would be somewhere in the vicinity of 350,000, 

Congressman Young’s district is of approximately equal size and 
is also a long way away from the existing facilities. . 

It would be somewhat duplicating the portion of the hearing which 
has been incorporated in this hearing by reference, the hearing in 
the 85th Congress, to go into any considerable detail, but I would 
certainly appreciate the committee at its leisure examining some of 
the testimony offered at that time from veterans groups, particularly 
with respect to the delays they encounter in getting veterans into 
the existing facilities, the very considerable distance they have to 
travel and, of course, at. times when their physical condition does not 

rmit that sort of travel. 

They testified further to the fact that the population in the area 
in which we seek to authorize a veterans hospital, one which contains 
a very considerable number of citizens of Latin American extraction, 
a who fought very courageously in all of the conflicts the United 

tates has found it necessary to enter into, and people whose families 
and culture and homes are related primarily to the border country 
between the United States and Mexico. 

Because of that situation we think there is an additional cultural 
reason and essentially a family-tie reason for there being a hospital 
in the south area of Texas. 

I think some comment was made earlier in your hearing about 
whether or not the veterans groups in south Texas may have lessened 
their interest: in their desire to havea hospital in south Texas. Insofar 
as I am able to determine, they are just as interested now as they have 
been at any other time. 

Both Congressman Young and I have telegrams which we received 
on Monday from an organization referred to as the South Texas Vet- 
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erans’ Alliance. Its chairman is Mr. Hugh Ramsey Harlingen. This: 
organization is made up of an informal association of various veterans 
oups. 

In that telegram they reiterated their very strong interest in a hos- 
ital in pity et and requested that both Congressman Young and 
appear in their behalf and state their interest in this matter. 

you very much. 

Mrs. Ker. Thank you very much, Congressman Kilgore. 

Mr. Everett, do you have any questions of the witness? 
Mr. Evererr. Mr. Kilgore, what size nespital, for how many hospital 

beds have you requested in your legislation 

Mr. legislation authorizes a 300-bed hospital. 

Mr. Evererr. General medicine and surgery ? 

Mr. Kizeore. That is right. 

Mr. Everett. That is all, thank you. 

Mrs. Ker. Mr. George ? 

Mr. George. You would not anticipate any difficulty in staffing it, 
would you? 

Mr. Kincorn. I do not think so. There are several cities in the area 
of the two districts that have a considerable civilian hospital complex 
and very strong local medical associations. That would be true in 
CORDS SEEN in Harlingen, in McConnell, Brownsville, Laredo, 
especially. 

n ehhos cities the civilian medical association has within its member- 
ship rather outstanding people in nearly all fields of medical practice. 

Mr. George. You are very convincing. 

Mr. Thank you. 
bs Ker. We are happy to have Miss Rogers of the full committee 

with us, 

Mrs. Rogers, would you have a question ? 

Mrs. Rogers. I would like to ask you if you feel the veterans are 
suffering as a result of the lack of hospitalization ? 

Mr. ir Aout Miss Rogers, all of the veterans organizations and 
veterans service organizations in counties affected tell us they are— 
tell us they are not mie to be admitted timely and that the time required 
in the distance of travel is a considerable problem to the health of the 
veterans in the area. 

Mrs. Rogers. That is always a problem, I know, 

Mrs. Ker. Thank you very much. 

Congressman Young, you are our next witness. Will you please 
proceed. 


_STATEMENT OF HON. JOHN YOUNG, A REPRESENTATIVE IN 
CONGRESS FROM THE STATE OF TEXAS 


Mr. Youne. Madam Chairman and members of the committee, I 
too want to express my appreciation for the opportunity to appear 
before the committee and to speak in behalf of a cause which we con- 
sider most dear and most necessary to the veterans of the south Texas 
area, 

I would like to associate myself with the remarks that have been 
Reerenny made here by Congressman Kilgore in the neighboring 

istrict to me in south Texas. In deference to time, I would like 
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ssion from the committee to file a statement covering in some 
tail some of the matters pertaining to this situation in south Texas. 
Mrs. Ker. Without objection, it is so ordered. 

(The mformation referred to follows :) 


oF Hon. YouNG, MEMBER. OF Conczzss, TO THE HospriTaL 
SUBCOMMITTEE OF THE HOUSE COMMITTEE ON VETERANS’ AFFAIRS 


Mr. Chairman, thank you for this opportunity to express my great. interest 
in the need for more VA hospital beds in our south Texas area. 

Since 1948 south Texas. has been petitioning Congress and the administration 
to recognize this dire need:and authorize a veterans hospital somewhere in the 
60-county area which lies approximately south ef San Antonio: Living in this 
area are some 300,000 veterans, and because of an enormous shift.in population 
experienced in recent years. and still continuing in south Texas, the need is 
growing greater with each passing year. 

The nearest veterans hospital to our south Texas aréa is located in Houston, 
Tex., a matter of 200 to 300 miles from the homes of some of our veterans, It is 
matter of record that the veterans hospital in Houston is, now carrying a 
registration far too large’ to accommodate any veteran not living in the actual 
vicinity of Houston. In 1957, when your committee last held hearings on this 
matter, the waiting list for entrance into this hospital stood at 200 véterans: 
In January of 1959, the waiting list was 271. Today it has increased considerably. 
The veterans hospitals; in central and, northeast Texas are even farther away 
from south, Texas than the Houston hospital, necessitating a journey of from 
300 to 500 miles. This is a burden and expense too great to be borne by our 
south Texas veterans and their families. 

Congressman Joe Kilgore, representing the 15th Congressional District. of 
Texas, and I, representing the 14th Congressional District of Texas, have. in- 
troduced identical bills providing for the construction. ofa VA hospital. in south 
Texas. The Veterans’ Administration has filed an adverse departmental report 
with your committee on these two bills, contending that there’ are sufficient 
hospital beds in the State of Texas to accommodate all its veterans; and therefore 
a hospital in south Texas is net needed. 

I can appreciate the position taken by the Veterans’ Administration in this 
matter, namely, that hospital beds are available in some. of our Texas, yeterans 
hospitals which should be utilized before construction of another’ veterans’ hos- 
pital m Texas: But my position, simply stated, is this: Beds should be made 
available to veterans at a location accessible to the veteram, Of what benefit is 
an.empty bed in a. veterans hospital in Marlin to an ill veteran in Kingsville, 
Tex., some 450 miles away? , 

This problem is not going to vanish as time goes on. It is going to be aggra- 
vated a thousandfold as the population continues to double in growth ih south 
Texas. There are now over a million people living in the 60 counties: comprising 
south Texas, many of whom are veterans. These people are entitled to have 
the benefits of a veterans hospital made available.to them. I sincerely hope 
the Veterans’ Affairs Committee will grant us the relief that is so vital to the 
welfare of this country’s veterans. 


Mr. Youne. Thank you, Madam Chairman. 

I would like further permission of the Commission in furtherance 
of the point made by Congressman Kilgore as to.the support and.the 
attitude of the veterans in south ‘Texas to read to the committee a tele- 
gram which I have recéived and a similar one whieh Mr. Kilgore has 
referred to which he received, endorsing this, project and urging we 
appear before the committee and urging the committee to further the 
project of the veterans hospital in south Texas. 

irs. You.want'to read that into the record? 
Mr. Younc. Yes, Madam Chairman. 7 
Mrs. Kzx. Please do so. 
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Mr. Youne (reading) : 
Hon. JouHn YOunNG, 
Member of Congress, 14th Congressional District, 
House Building, Washington: 

The South Texas Veterans Alliance, assembled in session at Falfurrias, 'Tex., 
Sunday, February 14, was advised that the Veterans’ Affairs Committee has 
scheduled hearings on Veterans’ Administration hospitals, to commence February 
15, 1956. The South Texas Veterans Alliance, representing all the veterans 
organizations of 14th and 15th Congressional ‘Districts of Texas, urgently 
request that you appear before the honorable committee and request that early 
consideration be given to the critical needs of the construction of VA hospitals 


for southwest Texas. 
Sournh Texas VETPRANS ALLIANCE. 


Mrs, Kez. Thank you so much, Congressman Young. 

Mr. Everett, do you have any questions? 

Mr. Everert. No, 

Mrs, Kez. Mr, George? 

vi No. 

rs. Ken, Mrs, Rogers 

Mrs, Rogers. No. 

Mrs. Kuz. Senator Yarborough, we are honored and pleased to have 
you with us today. Will you be our next witness, please. 


STATEMENT OF HON. RALPH W. YARBOROUGH, U.S. SENATOR 
FROM THE STATE OF TEXAS 


Senator Yarsoroueu. I appreciate this very much. I come to 
speak on the same matter that Congressmen Kilgore and Young have 
so ably commended to this committee. This project for a veterans 
hospital in south Texas, of course, would probably end up with that 
hospital we established located in one of their districts so that they 
haye an immediate interest in it. We have heard of this hospital and 
the great need for it in Texas for a great many peg: 

The people there live in the warmest part of the State and they have 
to travel as far as 400 miles for hospitalization in a northerly direc- 
tion where the climate is much colder than any climate they have been 
accustomed to in their lives or in the lives of their people for a gree 
many generations. I merely desire to state to the members of the 
committee a few more facts in support of the bills for a veterans hos- 
pital in south Texas. It was my privilege to introduce such a bill 
into the 85th Congress. We now have pending in the Senate S. 457 
that I would like to file with the committee. That is my bill to author- 
ize the erection of a U.S. Veterans’ Administration hospital in south 
Texas, We file with the committee merely to illustrate that this is no 
sudden new claim or new demand or new request. 
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This need has existed for years and has so been recognized and the 
people have stated it for years. 

Mrs. Ker. Without objection your bill will be made a part of the 
record. 
(The information referred to follows :) 


[S. 457, 86th Congress, 1st sess.] 


A BILL To authorize the erection of a United States Veterans’ Administration hospital 
in the State of Texas 

Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That, in order to provide for the furnishing 
of general. medical and surgical facilities to veterans entitled to hospitalization 
or domiciliary care, the Administrator of Veterans’ Affairs is authorized and 
directed to acquire by purchase, condemnation, or otherwise, a suitable site in 
south Texas, and to contract for the erection thereon of a hospital with a capacity 
of three hundred beds, together with the necessary auxiliary structures, mechan- 
ical equipment, domiciliary and outpatient dispensary facilities, and accommo- 
dations for all personnel; and the Administrator is authorized and directed to 
acquire the necessary vehicles, furniture, equipment, and accessories to be used 
in the maintenance and operation of such hospital. The Administrator is author- 
ized to accept gifts or donations to assist in defraying the costs of constructing 
and equipping such hospital. 

Sec. 2. In order to carry out the provisions of this Act, there is hereby author- 
ized to be appropriated, out of any money in the Treasury not otherwise ap- 
propriated, a sum of $26,000 per bed. 

Senator YarsoroucH. This vast land area that we call the south 
Texas area, without a hospital, includes 44 counties in Texas totalin 
over 40,000 square miles with a population of over a million and a hal 
residents. And as I am certain Congressman Kilgore and Con- 

essman Young have stated to the Congress a good many times, their 

istricts are two of the heavily populated districts of Texas where 
the population has been booming. With the completion of more dams 
on the Rio Grande and other rivers in that area it will boom even 
more in the future. Three of the ten most populous counties are in 
those two districts, the 14th and 15th Districts, in the area not served 
by a veterans’ hospital. In all of this area there is not a single vet- 
erans’ hospital. 

The situation forces some veterans to have to travel more than 400 
miles to secure medical attention. There have actually been cases 
where veterans have died traveling from this area to VA hospitals. 
There are many cases where veterans have been denied hospitalization 
benefits because they were unable to make the long trip to the nearest 


facility. 


Only last Sunday the South Texas Veterans’ Alliance, representing 
all veterans organizations in the 14th and 15th Congressional Dis- 
tricts of Texas passed a new resolution urging early construction of 
a veterans’ hospital in this area. The need is substantial. 

The bill that I have mentioned, S. 457, introduced in the Senate 
in January of 1959 would authorize the erection and operation of a 
300-bed hospital facility. It empowers the Administrator of Vet- 
erans’ Affairs to acquire by purchase, condemnation, or otherwise a 
suitable site for the hospital. 

This brings me to a principal reason why I believe we should have 
action on this bill this session. I am here for two main purposes. 
One is the telegram that the able Congressman from south Texas 
has mentioned which has been sent by the South Texas Veterans’ 
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Alliance. I have received a similar telegram urging me to appear 
before this subcommittee. I would like to say that this organization 
of all the veteran’s organizations, American ion, American Vet- 
erans, and others, is one organization where all work together in 
amity, comity, and harmony. ‘They formed this organization solel 
because of the lack of hospitalization in that area; they formed it 
years ago for that et in order to get hospitalization for the dis- 
abled and ill veterans there. 

_I come for another reason. Aside from this real need to improve 
the médical facilities for veterans of that area I come too because of 
a present offer by a very kind lady of considerable means to donate 
the property for a veterans’ hospital site. This is a beautiful lake- 
side site in this south Texas area of over a hundred and forty acres, 
worth over a million dollars, if the hospital should be located there. 
It is not an outright gift, but will be given if used for the erection of 
a veterans’ hospital. I walked over it only last fall, and it is 
beautiful. 

It was my pleasure to talk with this lady a few weeks before return- 
ing to Washington. She told me then she would like very much to 
have such a hospital built there on some of her land. I am not at 
liberty at this time to make public her name, but the passage of this 
bill would surely further the opportunity for this property to be 
given for this extremely worthwhile facility, if the veterans’ hospital 
were located at that particular site. 

I want to say, Madam Chairwoman, that this lady would make this 

nerous offer, because she had a brother who was ill after World 

Var I and did not receive veterans’ hospitalization when he sought 
it and consequently died. She said she did not want tosee that happen 
to other veterans. She is willing to make this donation of this very 
choice land, the choicest around that particular lake, if the hospital 
were established there. 

I want to thank the committee for letting me appear on this matter 
which is so important to so many veterans who live in the south and 
western portions of our State. ) 

Mrs. Ker. Thank you very much, Senator, we are certainly very 
happy to have you with us. 

vr. Evererr? 

Mr. Evererr. No, Ma’am. 

Mrs. Ker. Mr. George. 

Mr. Grorer. How near is this site to a city or community? 

Senator Yarsoroucu. I would say within a hundred thile radius 
of Corpus Christi. The lady for obvious reasons does not want it 
more specific. 

Mr. Youne. Madam Chairman, would you permit me to say this: 
Senator, I believe it is within 50 miles. 

Senator Yarsoroven. I am arguing the distance. I will concede 
if it is within a hundred it is within 50. 

Mr. Youne. I think the member was interested in the proximity 
to a city. 

Senator Yarsoroven. I will agree with you. The lady asked that 
her name be not reveaied and I did not take the shorter radius for 
that reason. I agree with Representative Young that it is within 50 
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‘miles. She made this offer when members of the veterans’ organiza- 
tion was present. 

Mrs. . Mr. Halpern? 

Mr. Haury. Madam Chairman, I regret that my giving testimony 
before another committee this morning prevented an earlier appear- 
ance and I did not have the opportunity of hearing the distinguished 
Senator. However, I will review the record and give every considera- 
tion to the statement you made. 

Mrs. Kez. Mrs. Rogers? 

Mrs. Rogers. I believe your committee was yery much interested in 
other legislation also? 

Senator YarsoroueH. Yes, Mrs. Rogers. 

Mrs. Rogers. Are many of these cases service connected ? 

Senator Yarsoroucu. You mean the percentage of those service 
Roe The ntage 

rs. Rogrs. perce yes. 

Senator Yarsoroven. The emeeaiteta there I think runs about the 
same as over the area as a whole. The same percentage would apply 
there as would apply in other areas. 

Mrs. Rogers. Teed always claimed if you hospitalized a man you 

ht to service connect his case. f 

Yarsorover. I think there are more service-connected 
cases than is often thought. I remember my own experiences in being 
demobilized after World War II. I was in the rank of lieutenant 
colonel so I do not think I was being discriminated against, holding 
that rank as compared with enlisted men. But when it came time to 
be demobilized they had a questionnaire there—that was 1946—“Are 
you seriously injuried or ill?” And they had a suggestion that what 
constituted being seriously injured or ill were breaks shown by X-rays 
and so on. Almost everything they had on there was so ing you 
could see with an X-ray. The young fellows, and some not so young, 
walked out. We did not want to claim injuries. If something was 
not shown by X-ray and a man had latent pains or ills and it showed 
up 10 years later the Army could say, “He did not put that on his 
record or claim it.” 

A lot of things where there is no proof are service connected. I 
was on the staff of one infantry division for 2 years and 11 months. 
I talked to all the medical officers there, and I think a lot of people who 
have service-connected conditions do not show that way on the record. 

I have filed in my office now, as many of you have, the matter of a 
man was killed in the Korean war. His father wants his Purple 
Heart from World War II. He was wounded in the Marianas. Thay 
have no record of this Purple Heart. 

My division went to see people in the hospitals who were wounded. 
They pinned a Purple Heart on every bed as they walked down the 
rows. This boy was killed and there was no record of his Purple 
Heart. Many things do not get on the record where you have combat 
troops moving forward in combat. Those fellows who have been 
through shellings, on planes, and on destroyers I think deserve every 
easiaiadabiads: There are many things that are service connected that 
you will not find on the record, but that is an aside. 

There is a great need for this hospital. I am, as the distinguished 
Congresswoman said, interested in other legislation, being chairman 


: 


HOSPITAL PROGRAM OF THE VA 905 


of our Veterans’ Subcommittee in the Senate but our subcommittee has 
a very limited jurisdiction compared to the important powers in this 
important committee. Our veterans bil's are divided between three 
committees in the Senate. 

I want to congratulate this excellent subcommittee on its great exer- 
cise of the jurisdiction it possesses and the consideration it gives to 
these matters. 

Thank you very much. 

Mrs. . Thank you very much, Senator. We are very glad to 
have you. 
and thank you again, Congressman Kilmore and Congressman 

oung. 

I aoniea a letter from Congressman Wainwright of the First 
District in New York in reference to the neuropsychiatric Veterans’ 
Administration Hospital at Northport, N.Y. It is an interesting 
letter. Without objection it will be made a part of the record at 
this point. 

(The information referred to follows :) 


House or REPRESENTATIVES, 
Washington, D.C., February 15, 1960. 
Hon. OLIN DB, TEAGUE, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D.C. 


Dear Mr. CHARMAN: I appreciate the opportunity of presenting my views to 
the subcommittee and want to enter a plea for special considération for the 
neuropsychiatric Veterans’ Administration hospital at Northport, N.Y. 

The first building of this hospital was constructed in 1928 and the newest 
in 1935. I cite these dates to give you some idea of the age and condition which 
you would find if you visited this station. The hospital was originally built to 
handle 1,000 patients and there has been no overall orderly plan for the in- 
creased patient load which now stands at 2,390 patients. It is the largest NP 
hospital in the Veterans’ Administration system. 

Another factor which is very important concerning this station is the fact 
that as recently as a year ago over 80 percent of the patients in this hospital 
were service connected. This fact alone would appear to me to warrant con- 
siderable attention on the part of the officials in the Veterans’ Administration 
central office. Service-connected vetérans come first and hospitals with that 
high a percentage certainly are entitled to more consideration than others with 
a different ratio. 

May I indicate to you by several examples something of the conditions which 
prevail at this crowded hospital : 

The kitchen must operate 22 out of 24 hours a day and it actually takes 9 
hours a day to feed the patients. This costs a considerable amount of money 
and much time. While the patient care here is good—and I would believe above 
average—when there has to be so much time spent in feeding the patients it can 
easily be understood that thére is not as much time left for the care and treat- 
ment as the doctors would like. 

The operating room at the hospital is one of the ‘:mallest I have ever seen. 
It is smaller than the outer room of your committee. It is not air conditioned 
and this means that during the summer months it is necessary to postpene as 
much surgery as possible due to the fact that an operation of any duration causes 
the gowns of the doctors and nurses to be so soaked with perspiration that a 
sterile condition cannot be maintained. Admittedly, there is not a lot of surgery 
performed in @ hospital of this type; nevertheless, what surgery is performed 
should be under modern, sterile conditions. 

The sterile supply room is cramped and inadeqtate. 

In violation of regulations and also the best-known techniques in this field, 
a portion of the attic is used for storing equipment and medical supplies. 


Metal windows in some of the wards have reached such a condition that they 
can no longer be opened. 
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This entire situation is well known to the Veterans’ Administration officials in 
central office. .A taskforce was created in 1958 for the study of the overall 
construction program and a team of representatives of the Bureau of the Budget 
visited this hospital in December 1958. As far as I know from the _ records 
there has been nothing done since the task force visited the station and 
presumably made some sort of recommendations concerning the future operation 
of this hospital. : 

The President, I am happy to say, has approved a 12-year program of $75 
million each year for renovation and modernization. -However, I am distressed 
to see that in the $75 million set aside in the 1961 budget there is not a single 
item for the improvement, modernization, or renovation of the Northport, Long 
Island, hospital. I cannot help wonder, with all due regard to the other stations, 
if there is any hospital in the Veterans’ Administration system that has needs 
as pressing as those known to exist in Northport. I do not understand the 
manner of applying priorities in central office. 

Equally distressing to me is the fact that the station requested $10,366,000 for 
its operation in 1961. This has been cut by the Bureau of the Budget to $9,446,- 
000 and of this amount $809,615 is available for maintenance. This, too, is a 
reduction of approximately $200,000 from what was requested by the station. 
Renovation is the crying need here, but surely every penny of maintenance is 
required. 

With nearly 2,400 patients it is next to impossible for a manager, even one 
as able as Dr. Arnold A. Schillinger, to see that the best care and treatment 
are given to patients. Surely a prompt decision on renovation is in order. 

In recent years the Veterans’ Administration has been following the policy 
of merging regional office clinics with Veterans’ Administration hospitals. As 
workable and desirable as this may be, it is a well-known fact that several of 
these mergers have not worked out at all well and have cost millions of dollars— 
millions, which in my mind, could have been much better spent in improving the 
facilities in neuropsychiatric hospitals with conditions similar to those in 
Northport, if there are any such similar conditions. 

I want to say again I appreciate the opportunity to present my views to the 
committee and hope that the hearings which are being held will again focus 
attention on the needs of our Veterans’ Administration hospitals and particularly 
those at Northport. Is it too much to expect action, and positive action, from 
eentral office? 

May I ask that this letter be made a part of the testimony of the hearings 
now in progress? 

Faithfully, 
STUYVESANT WAINWRIGHT. 


Mrs. Ker. We are meeting this morning to continue our hearings 
with testimony from representatives in the field service of the Vet- 
erans’ Administration. Our witness this morning is Dr. Francis B. 
Carroll, area medical director at Boston. Dr. Carroll supervises the 
Veterans’ Administration medical programs in the States of Maine, 
New Hampshire, Vermont, Massachusetts, Rhode Island, Connecticut, 
and New York. . 

Dr, Carroll, I am informed, is an unusually well-trained gentleman. 
He attended Tufts Dental College, where he received a degree in 
dentistry. He then entered the University of Rochester School of 
Medicine, where he received his M.D. degree in 1935. Asif this were 
not enough, Dr. Carroll obtained the degree of master of public health 
from Harvard University and has has the distinction of lecturing at 
his alma mater. 

This distinguished gentleman served 5 years in World War II, in 
the Army Medical Corps, and has served as area medical director in 
Boston since May 1949. He entered the Veterans’ Administration 
service in 1946. 

I would like to say to you, Dr, Carroll, as I indicated to Dr. Timm 
and Dr. Cady, that we are very happy to have you with us, and 
appreciate your taking the time from your busy schedule to give us 
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the benefit of your frank and candid opinion on the questions which 
have been raised in the agenda submitted to you. 

We have been advised that you and Dr. Timm were called into the 
central office for briefing, but we are confident that you will give us 
- benefit of your own views and not those necessarily of the central 

ce. 

Mr. Patterson, of our committee, has told us of your great assistance 
to him in the visits which he has made to the hospitals in your area. 
In behalf of this subcommittee, I want to say that we appreciate your 
courtesy and kindness in this regard, because Mr. Patterson’s reports 
have been most helpful to us. 

Please proceed, Dr. Carroll, in any way convenient to you. 

Mrs. Rogers. May I make a comment. We are enormously proud 
of Dr, Carroll in Massachusetts, and Dr. Middleton I know you are 
very proud of him and his work in the Veterans’ Administration. I 
know he has been very unselfish in his work and he has been given very 
alluring positions because of his interest in seeing that the veterans 
get the best service possible, 

Almost every day I hear something very complimentary and very 
appreciative o the bosisitals which he administers, that they are doing 
remarkable work. He is very much appreciated by the veterans as 
well as the States he serves. 

I know in my own district you are doing wonderful work with Dr. 
Jackson, and you are one of the finest medical directors I have ever 
known in ability and kindness of heart. 

Dr. Carroll, Madam Chairman, has a big heart. 

, a Kerr. We appreciate that. Will you please proceed, Dr. 
arroll. 


STATEMENT OF DR. FRANCIS B. CARROLL, AREA MEDICAL 
DIRECTOR, BOSTON, MASS. 


Dr. Carrot. Mrs. Kee and other members of the committee, it is 
an honor for me to be sees this morning. This has been a most 
gracious welcome and if my father were to be here I think he would 
say, “I wonder if they are talking about the right person.” 

Dra Ker. I am sure we are. 

Dr. Carrot. I have enjoyed my visits with Mr. Patterson to many 
stations and it has made me aware of.the many pertinent things that 
are going on in our hospitals. 

I would like to say at the outset that when I was informed I would 
Spar before this committee I happened to be talking with Dr. 

iddleton and Dr. Wilton and they told me: “You express your own 
pee views. That is what we want you to do.” So t feel very free 

ere this morning to do exactly that. 

Do you want me to proceed with this outline ? 

Mrs. Ker. Whichever way is more convenient for you, Dr. Carroll. 

Dr. Carrotz. According to this agenda that I have received here 
the first topic on here is in reference to the recruitment of personnel 
and pay scale: 


Is the salary scale of the Department of Medicine and Surgery adequate? 
If so, in all grades? If inadequate, what positions and suggestions do you have 
to offer with regard to pay and/or working conditions or other inducements 
for the recruitment of personnel? 
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In reference to this I feel that the pay scale for the Department of 
Medicine and Surgery at the dae time is inadequate. I think 
that there is no training, professional training, that is as length 
or as costly as medical training. I think that about the time an indi- 
vidual finishes this type of training he has had excellent training and 
postgrad training, as most of them do, that I think the minimal salary 
offered should be approximately $10,000. I think that there is great 
need for an upward adjustment in all grades. I think that the greatest 
need for upward adjustment is in those positions that fall under the 
reading “Administrative medicine.” That would include manufac- 
turers and directors of professional services in our hospitals, otherwise 
known as the chief of staff. 

I think there is need for an upward adjustment there. I know 
that at a VA central office they have been giving considerable consid- 
eration to this matter and from what I gather I think that the pro- 
posals which they may have in mind, although not hammered out 
yet I am sure are just about on the beam and I would be in favor 
of the proposals that Dr. Middleton would have. 

Mrs. Ker, Dr. Carroll, H.R. 9792 would in effect provide that the 
manager of a hospital should receive at least $500 more than any 
presen in the hospital who is under his supervision. Would you favor 
egislation to that effect ? 

r, Carrotu. I would favor legislation where the manager would 
receive more than any other person in the hospital. I would like to 
amend the $500 thing and say you could go as high as $2,000, but that 
may not be possible to accomplish ; but certainly more than $500. - 

Mrs. Kee. But in principle you agree with that ? 

Dr. Absolutely. 

Mrs. Ker. Mr. Haley. 

Mr. Hatgy. You'say you would favor a scale of pay for the man- 
ager above any other person in the hospital. Do you mean by that 
say the the chief medical man, the manager should receive more than 
the chief medical man of the hospital 

Dr. Carrom. That is correct. The chief medical man would be 
known as the director of professional services and he would receive 
roughly from $250 to $500 less. But still he would receive more 
than the other staff physicians. Like the chiefs of the major services, 
medicine, surgery, pathology or what not, that the director of pro- 
fessional services would receive more than them as an inducement 
for him to leave the field of clinical medicine and devote his full 
time to the field of administrative medicine. 

Mr. Hanpy. That was the point I was making. The manager of 
a veterans’ hospital does not have to be a medical man in the sense 
of being a physician or surgeon, does he? Could he not be a business 
administrator ? 

Dr. He could be but— 

Mr. Hater. As a rule. I realize that sometimes he is not. But 
if he was just a business manager, do you think in that case that he 
should receive a salary above the chief medical officer? 

Dr. Carrot. I think he has a tremendous responsibility. This is 
really big business.and I think he should have. 

Mr. Haney. I do not disagree with you, Doctor, at all but I am 
just wondering as to the advisability of a man who becomes a mana- 
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ger of a veterans’ hospital, it is not necessary that he have a medi- 
cal qualification, that the chief medical officer who has spent years in 
study, and so forth—if he has those qualifications, of course, [ would 
a with you but if he is merely an administrator I do not know 
whether I would or not. . 

Dr. Carrort. Actually, Mr. Haley, what we are hopeful about is 
that if we have some inducement to get a physician to accept a posi- 
tion as director of professional services his next logical step would be 
to that of manager and I think you have to have a continuous 
inducement. 

Mr. Ker. Mr. Everett, do you want to ask a question ? 

Mr. Evererr. Yes, ma’am, after what the distinguished gentle- 
man has said, where you have a lay manager of a veterans’ hos- 
pital do you not think that the director of professional services or 
the chief surgeon of that hospital has spent a lot more money and 
a lot more time to equip himself and to qualify himself to perform 
the services that his is performing in that hospital? Now then to 
say that this lay manager that maybe only has a college degree and is 
not a doctor, you think that he should draw more money than the 
man who has equipped himself as I have stated in = question to you, 
sir¢ Where you have a civilian manager, not an M.D.? 

Dr. Carrot. Based upon your statement I would have to admit 
that in relation to his qualifications he is entitled to a higher salary, 
the director of professional services would be. 

Mr. Everert. In all of your hospitals, how many laymen do you 
have as managers of hospitals, approximately ¢ 

Dr. Carroti. At times it has been one-third. I do not know where 
it is on a countrywide basis right at the present time. 

Mr. Evererr. How do you find that their services compare—you 
being a doctor I know you are prejudiced and I would not blame you 
for Sebopy rol do you find that a hospital under your jurisdiction 
where you have a layman running them are as efficient as those where 
you have an M.D.? 

Dr. Carrouu. It varies with the individual, how much administrative 
know-how he has. We are quite openminded about it and are not too 
concerned about whether he is a physician or nonmedical person if he 
has administrative know-how aa can cooperate well with the medical 
program. 

r. Evererr. Do the M.D.’s resent working in a hospital where you 
have a non-M.D. as a manager? 

Dr. Carroii. In my experience I have encountered no objection. 

Mr. Evererr. Thank you, sir. 

Mrs. Kez. Mr. George or Mr. Randall, do you have questions on 
this particular subject at this time? 

Mr. Georee. No. 

} cx! Ranpauu. Will there be an opportunity for subsequent ques- 
tions 

Mrs. Ker. Oh, yes. I just meant questions on this particular point. 

Mr. Ranpatx. May I inquire as to who the witness is. I am late, 
coming from another committee meeting. 

Mr. Hatey. Dr, Francis B. Carroll. He is the area medical director 
at Boston. He supervises the Veterans’ Administration program in 
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the States of Maine, New Hampshire, Vermont, Massachusetts, Rhode 
Island, Connecticut, and New York. 

Mrs. Kuz. Dr. Carroll, will you proceed, please, ' 

Dr. Carrot. I have no further comment in reference to the recruit- 
ment of personnel or pay scale. I think it should be generally upped 
and I think the critical positions of director of services and manager 
in particular. We do have difficulty in recruiting physicians in scarce 
cataaries such as psychiatrists, and esthesiologists, physicians trained 
in physical medicine and rehabilitation and in X-ray as well. Usually 
the salaries offered by private industry are Fes in excess of the 
salaries we are able to offer. 

If there are no questions on that I would like to go ahead with the 
fund allocations and costs. The question here is: 

Should there be a different system used for hospitals having a high turnover 
ort contrasted with those institutions which have a low or a small turnover 
rate 

Actually, the way this happens, the stations put requests, submit 
their requests to our office as to the amount of money the need for the 
subsequent year and we look it over and make our recommendations 
and then it comes into the central office and I know that at both our 
office and at central office we take into account not only the patient 
load, but the turnover rate, the number of patients in critical cate- 
gories, the number of specialized cases like paraplegics or aphasiacs 
or epileptics or psychiatrics or TB cases and the recommendations 
are based on a composite formula type of thing, not any one fact. 
This turnover rate is one fact not the whole business. 

Mrs. Kez. Mr. Haley ? 

Mr. Harry. Doctor, we had some very interesting testimony here 
the other day and the witness had taken the various hospitals through- 
out the Nation and apparently a hospital in the category of around 
a thousand beds or more had a faster turnover than the ones ‘n smaller 
hospitals. Now is that because you have in the larger hospitals more 
facilities to give him the services he needed, in your opinion ? 

Dr. Carroxu. I think that the things that enter into turnover are 
this: First of all, if you have a hospital affiliated with a medical school 
where you have the stimulation you get from teaching and. research 
oun have topflight physicians attracted to that kind of hospital. You 

ave a large number of residents in medicine and surgery and other 
subspecialties. You get this great stimulation. Wherever you have 
that you have the highest quality of medical care because it is a sort 
of trinity, teaching, research, and care. To be specific how it affects 
turnover, where you get these people that are so anxious to learn, with 
this natural curiosity and progressive way of thinking and the stimu- 
lation that they have, they are anxious to get these people in and bring 
to bear everything they can in terms of laboratory methods, X-ray 
examinations, and all this diagnostic acumen and to get, this done, 
arrive at a diagnosis, and get on with the treatment and furthermore 
they tend to screen these patients about their need for hospital admis- 
sion so that when they get them in there there is little or no delay and 
the turnover is faster. That is.it. Itis this total push. It is this team 
spirit that does it. 

When you get this going on it is obvious that if you had a hundred 
beds and you have had only 100 patients in those beds during the 
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1-year period you would not have as much use for the laboratory serv- 
ices or the X-ray services. In other words, in those places that we 
refer to as the guts of the hospital where things are done to and for 
patients you run up your cost of operation as you increase your turn- 
over because you have more of these expensive procedures in the la- 
boratory and X-ray and in surgery concentrated into a fewer number 
of days. And so we recognize turnover, the higher the turnover it is 
going to cost you more to operate that hospital. But this is taken into 
consideration. 

But then I want to reemphasize, this is but one point. It is an im- 
portant one. But it is only one. 

Mr. Harry. Thank you, sir. 

Mrs. Ker. Any further questions at this point? 

Mr. George. id was just wondering about the higher turnover, that 
would mean a lower cost per patient ? 

Dr. Carron. That is true, that is if you multiplied the number of 
days by the same per diem cost, if it were the same, if you kept one 
in for 30 days and the other in for 15 and the per diem rate is the same, 
that is true. I think it is important from the patient’s standpoint 
because we feel that one of the elements in good medicine is prompt- 
ness in diagnosis and treatment. We feel that the patient even if he 
is not paying for being in, he did not want to lose his wages, he does 
not want to miss part of his schooling, he does not want to be separated 
from his loved ones, possibly other members of the family are ill and 
he wants to get home or he has business, is afraid the parade will go 
by him, I think most people when they get in want to get in and get 
out as soon as possible. 

i Kner. I believe there are no further questions at this point, 
ctor. 

Mrs. Rogers. I would like to ask one question very much and that is: 
Dr. Carroll, can you tell me why Brockton is allowed more money per 

atient than Bedford is? There does not seem to be any possible 
justification for it. 

Dr. Carroti. On the surface there does not seem to be any real 
justification but I will try to give you the justification. We want to 
try to equalize that. Brockton being this Hahn type of hospital of 
modern design wherein there are acute intensive treatment buildings. 
They have ites cafeterias in each building as against one cafeteria 
in Bedford, and the wards where the patients are taken care of are 
smaller and they have more one-bed and two-bed rooms rather than 
the large dormitory barrack type of room, and it requires more people 
to take care of fewer patients in Brockton than it would at Bedford. 

Now in the new construction at Bedford, where we have this new 
construction with the same acute intensive type of treatment building 
that we have at Brockton, I feel strongly that the staffing pattern for 
those buildings of that kind should be identical with that at Brockton. 
We “aka have the same allowance in terms of personnel to take care 
of that. 


And also I further feel that at Bedford, where they have these four 
new buildings coming in, our studies have shown that. it is going to cost 
on an average of $10,000 a year for utilities, for heat, lighting of this 
particular building, each building apiece. So, right with those build- 
Ings alone, saying nothing of housekeeping and maintenance but just 
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utilities, coal, heat, and light, we are going to need more money at Bed- 
ford for that, and the manager of the station has submitted this and 
documented it very well. e at the area office have gone along with it 
very well. From my conversations with people at central office I am 
sure they have. 

Mrs. Rogers. I hate to take up your time, but if the committee could 
go up there and see what is going on co would realize I have good 
reason for asking these questions. Thank you. I am very sorry for 
taking up the time of the committee. 

Mrs. Kuz. We are happy to have you. 

Mr. Haxey. I know of no one in this eommittee who is more capable 
and should take up the time of the committee than the distinguished 
lady from Massachusetts, because she has been so interested in this work 
for so long. 

Mrs. ay I am overwhelmed. I thank you gentlemen. 

Mrs. Ker. I wish to eoncur in that statement by the gentleman from 
Florida. 

Please proceed, Dr. Carroll. 

Dr. (reading) : 

Does your office know the cost for the treatment of specific disabilities in each 
of the hospitals under your jurisdiction? For example, the cost of an appendec- 
tomy or herniorrhaphy. Is this a more realistic estimate of cost than the per 
diem basis? 

Actually, we in our office do not know the cost of the treatment of 
these specific disabilities and I do not personally think that this would 
be a more realistic estimate than the cost based on per diem. I will 
say this: That we have done some studies in our office in reference to 
the cost of a unilateral inguinal herniorrhaphy and a simple hemor- 
rhoidectomy. It was a rough type of study but it gave us some clue 
to make us think that the important thing in trying to analyze hos- 
pital parts was that it would be desirable to carry out studies to know 
about the cost of certain types of illness. But I think there would be 
complete chaos if they tried to allot funds to stations, based upon 
the number of herniorrhapies or appendectomies in a station. It 
would be poy much of a hodgepodge because there is not enough 
refinement in that type of analysis up to the present time. 

Mrs. Ker. Mr. Patterson, would you like to ask a question. 

Counset. Dr. Carroll, it can be used as a tool by your office or cen- 
tral office, can it not, to give some appesinel of an individual station 
in comparison with another station ? 

Dr. Carroti. We have done that and central office is always anxious 
that we come forth with any suggestions we have along that line and 
we do have an exceedingly good plan right now that has been worked 
out jointly between our office and the central office for further studies. 
If you wish I will outline it yery briefly. 

Mrs. Ker. It would be very helpful, Dr, Carroll. 

Dr. Carroii. We have gone into, let us say, a hospital laboratory 
and we have taken into account the clerical time that goes into making 
out slips, the time of technicians that is being used, the doctors’ time, 
and so forth. We have tried to get it down to a cost per hour for all 
of these different people, the amount of time, so we have a list of the 
costs of every laboratory procedure whether in hematology, serology, 
bacteriology, or hysteropathology and the same in X-ray. We have 
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costs that take into account the films that are used, the development 
solutions, any other supplies and the time of the technicians and 
doctors and clerical staff involved so that we can put a price on about 
everything we do. Now that does not take into account the fact that 
we have a personnel division in a hospital or a financial division that 
has to serve the personnel that are employed in there nor does it take 
into account the housekeeping and the utilities, the heat and the light 
and the painting and the maintenance and we are studying the admin- 
istrative overhead costs that could be superimposed on these different 
costs. We are planning to run this study in about a half a dozen of 
our 1,000-bed hospitals in New England and New York State and we 
are now in the throes of preparing a protocol to submit to central 
office for review and niodiestion or suggestions. Bit we have been 
encouraged to do this by our central office and we are going ahead 
with that. 

Mrs. Ker, Dr. Carroll, it would be very helpful to us if we could 
have a report on the results of your studies there, 

Dr. Carroii. We will see to it that you get progress reports as we 

on, 

Mrs. Ker. That would be fine and very helpful. 

Dr. Carrott. We would be delighted. 

Mrs, Ker. Thank you. 

Dr. Carroty. I think that one of the things that I like about bein 
in the Veterans’ Administration is the fact that we are encou ‘ 
if es have any ideas, to put them forward and to get on with them. 

ext is: 

Is the cost of medical eare in the hospitals under your supervision higher than 
those in private or state institutions? Ifso, why? 

We find the cost of care generally in our hospitals is lower than 
in the private hospitals in our area and it costs higher in our hospitals 
than in the State hospitals in our area. Now the mission is somewhat 
different in both of these hospitals. It is pretty difficult to compare 
the cost of operation in the VA hospital with that.ofa private hospital. 
There are so many variables—things that do not apply with us at all. 
Weare taking care of an entirely different type of patient. 

Mrs. Mr. Haley ? 

Mr. Harey. I was going to suggest, Doctor, that probably one of the 
reasons also is that in the total allocation of funds for a State hos- 

ital—that in many instances the mental situation comes imto the 
State picture and that in many instances there you have domiciliary 
care. 

Dr. Carroty. That is true. It isa custodial type of care where we 
feel we want more quality care. 

Mr. Hatey. I know in my State of Florida, for instance, we segre- 
gate, so to speak, the hopeless situations and we have another institu- 
tion where the patients there might be velped by certain medical care. 
The other is a hopeless situation, So you do not have the real medical 
expense in that kind of a facility that you would have in your 
hospitals 

r. Carroty. That is true. One of the things in our hospitals that 
we do have when we figure out the per patient per diem. cost—we in- 
clude in there the surgeon’s fee and esthesiologist. Of course, in a 
private hospital, if you compare the per patient per diem cost, let 
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us say at the Massachusetts General Hospital, at $38 with our per 
diem cost, let us say in a large hospital in Boston of $27, and ours 
includes the fee of the surgeon and these other things—as we see it we 
feel that our hospitals are very efficiently operated, well administered. 
Mr. Hauey. Thank you, sir. 
Dr. Carrouu (reading) : 


Do you have any information as to the average cost for caring for the aver- 
age veteran projected over a 10-year period? 


Now I have no information on that at all. 
What should be the employee ratio per patient in your opinion? 


In answering that one I would like to say that in many of the 
private hospitals they have a ratio of about 3 to 1 in general medical 
surgical hospitals. We know that we could never in my time achieve 
that ratio, but I think that the Veterans’ Administration is well 
justified in pursuing the policy that they are in trying to have a ratio 
of 2 to 1 in general medical surgical hospitals, 1.5 to 1 in TB hospitals, 
and 1 to 1 in NP hospitals; but they are trying to achieve this 
gradually to improve percentagewise roughly 4 or 5 percent annuall 
till we approach that within the funds that are available. And 
do think that this is a logical approach—to try to do it gradually. 

Mr. Hater. Doctor, this ratio oF employees per patient, too, would 
be somewhat governed, say, by the construction of a hospital, too? 

Dr. Carroxti. All these things enter in. If you have a vertical 
hospital or horizontal hospital or pavilion type or what not—these 
are variables that enter into it. 

Mr. Hater. Thank you. 

Mr. Ranpatt. Madam Chairman, may I ask a question, please? 

Mrs. Ker. Mr. Randall. 

Mr. Ranpartu. You said 3 to 1 on G.M. and §. Is that your 
experience in your areas? 

r. Carout. That is in the private hospitals. In our hospitals we 
are trying to aspire to have 2 to 1 but are not at that point. 

Mr. Ranpatu, That is G.M. and §., but you say 1 to 5. That 
would be 1 doctor to 5 patients? 

Dr. Carrot. No, 1.5 to 1 in tuberculosis hospitals. And 1 to 1 in 
our psychiatric hospitals. 

Mr. NP? 

Dr. Carrouz. That is right. 

Mr. Ranpatt. One to one? 

Dr. Carrott. We aspire to that. We are not at that. We are 
more nearly 0.71 to 0.73—that is, where we are in our approach. 

Mr. Hatry. Is the gentleman through ? 

Mr. Ranpatu. Yes, thank you. 
~ Mr. Hater. Madam Chairman, may I make a suggestion and this 
is not to—I am thoroughly interested, Doctor, and you have given 
this committee a tremendous amount of information. I am just 
wondering, Madam Chairman, if we are going to be in the same 
situation that you were in yesterday, ind would suggest that we 


skip over the agenda and go to page 2 under “General,” and get some 
testimony from the doctor on that. 

I say that, Doctor, because we have gone over this with previous 
witnesses—these questions. 
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Madam Chairman, I would secure consent that the doctor be 
allowed to file a written statement covering the other parts of the 
testimony. 

_ Would that be agreeable to you, Doctor ? 

Dr. Carrotu. Anything you say would be agreeable to me. 

Mr. Haney. I am thinking of the limitation of time here. 

Mrs. Kern, Any comments, Mr. George or Mr. Randall or Mr. 
Halpern ¢ 

r. Grorce. None. 

Mr. Ranpatu. None. 

Mr. Haurrrn. No, I have no comments. 

Mrs. Ker. Then without objection it is so ordered. 

Dr. Carrot (reading) : 

Do you favor the consolidation or redesignation of hospitals in your area? 
For example, should any additional TB installations be classified as general, 
medical and surgical hospitals? 

First of all, I would like to be recorded as in favor of operating 
separate hospitals instead of consolidating two hospitals under one 
management. I would be in favor of having independent hospitals. 
There are, however, circumstances in which, in given circumstances, 
it is well to consider a consolidation. It may be a logical one. It 
may be a consolidation of a small psychiatric wing with a general 
medical surgical hospital, or a TB wing with it. But, generally 
speaking, independent units operate better and the morale is higher 
if they can operate as individual units and it avoids essentially 
part-time management for what I regard as big business. 

Now, insofar as the classifying other hospitals as general medical, 

es, I think it well to have all hospitals known merely as VA 
Loipitels without a designation of TB or psychiatric. I think we 
are moving in that direction. I think it is logical. [Reading:] 

Are there patients in overcrowded hospitals who could be transferred 
to other installations in your area where they would receive more adequate 
care, particularly neuropsychiatric patients? 

Well, over the past 7 or 8 years we have found this type of pa- 
tient in some of our hospitals and we have in fact transferred many 
of them to other hospitals. And I think, whenever you decide to 
transfer, you have to first of all ask yourself: Is this in the best 
interest of the patient? It just is not a question of whether you 
have empty beds, It would not do well to transfer a psychiatric 
patient to another hospital where you did not have an adequate 
psychiatric staff to take care of him. We have found it has worked 
well and we are constantly transferring a few patients at a time or 
groups of patients from one hospital to another. 

Mr. Hatey. Right at that point, Doctor—actually the treatment 
of a mental patient or a psychiatric patient—he would be assisted 
a great deal, would he not, if he was in an area where he could 
have maybe frequent visits from his family, that would contribute 
to his care? 

Dr. Carrotn. That is right. We find some patients who never 
have visitors. We find some who have outlived all their relatives. 
We find some whose folks have not visited them for 20 years or 15 
or 12 or what not. In the movement of patients from one place 
to another, you have to take into account such considerations as 
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whether for the most part these patients, even those in psychiatric 
hospitals, whether for the most part they have physical infirmities 
and only minor concomitant psychiatric disorders; whether there 
is objection on the part of their folks. We want to avoid coercion, 
bad public relations, 

We do not want to transfer a patient from an area here to another 
place where he will have less frequent visits. You have to examine 
that in the best interest of the patient. [Reading :] 

What is the average workload of the individual stations in your area? Do you 
consider it high, low, medium, or adequate? 

I think the workload for the individual stations in our area is just 
about right. This is determined—first of all, it is suggested by the 
station ; it is reviewed by us, and then we go in conference with the VA 
central office; so this is a Joint effort. 

I think in general our workload in psychiatric hospitals is higher 
than other places, I do not think we have much choice on that be- 
cause of the great demand for admissions and so forth. [Reading:] 

Do you think that the average daily patient load should be determined by the 
officials in central office, as is presently done? or do you believe the area medical 
office is better qualified to make such a decision? 

Actually, it. is done jointly. They suggest at the station what they 
think they can do. We, at. area office, review and make our recom- 
mendation and then they at central office determine whether that. is 
satisfactory or not, and I do not think that in my experience that it 
would ever deviate more than three or four patients in this sort. of 
thing; so I think that the question as it reads should be changed to 
“Do you think that the present, method of arriving at the ave 
workload is satisfactory!” And the answer is, “Yes,” because it is. 
done jointly. [Reading:] 

Do you believe that there should be more authority for the area medical 
officer? Or do you think it should be operational rather than advisory? 

The answer to that is “Yes,” on both counts. I think the area 
medical office should have more authority and I think they should be 
operational. In the past we have been designated as supervisory and 

riodically, when we would have specific  coegae to work on, we 
fade been delegated authority until the completion of the project ; and 
then, in many instances, as we would be confronted with a situation, 
there would be some step that should be taken that appeared obviously 
to be right and we have never hesitated to take this step even though we 
usurp some operational authority. And we have invariably been sup- 
ported by VA Central Office in our action if we could defend it as in 
the best interests of patients. 

Mrs. Ker. Mr. Haley ? 

Mr. Hater. Doctor, I have a question here. I shall read it and 
secure comments on this: H.R. 7965 would permit a hospital to provide 
some sort of outpatient care for non-service-connected cases prior to. 
examination and after showing a determination that the veteran had 
received the maximum treatment in the hospital which was required 
at that time. The obvious effect of such a proposal would be to- 
greatly increase the turnover rate in hospitals, particularly the general 
medical and surgical hospital. Would you favor such legislation ? 
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Dr, Carrout. There is no doubt that this would effect a saving in 
our hospital operations. There is no doubt. It would definitely ef- 
fect a saving in our hospital operation. 

Mr. Hatwy. And it would not be a bad thing for the patient himself ? 

Dr. Carron. No, not at all. It is frequently done this way in 
private practice. 

Mr. Hater. Thank you. 

Dr. Carrorr. The next one here was: 

Do you consider the 125,000-bed ceiling announced in 1958 adequate for 
long-term operations of the Veterans’ Administration? 

The answer to that, as I see it, would be “Yes,” provided they 
give the Administrator and Chief Medical Director the option to 
utilize beds wherever they want to—in other words, de ending upon 
the need and requirements. If they shift—for example, if there is 
a shift in population for example, to Florida, they may want to have 
more beds there than some other section of the country. I think 
this is adequate provided the Chief Medical Director and Adminis- 
trator are allowed the latitude and flexibility required to stay within 
it, that they probably can. 

Mr. Hater. I am very glad to hear you say that, Doctor; not 
particularly Florida, of course. You could go to southern California 
and other parts of our Nation, but I think one of the things that has 
been very bad—and this of course, has nothing to do with the 
Veterans’ Administration—I think that the original conception of 
this building of hospitals probably was wrong. On the other hand, 
probably the individual or the person could not foresee the tremendous 
shift in population that we have had in recent years. 

I think that where you have a facility that is not operating to its 
capacity, that those beds should be closed out and, if necessary, build 
new hospitals to take care of the shift in population. I think that 
Congress itself probably was derelict in its duty at the time. There 
should have been a thorough study at that time and try to project 
in the future where the shift in population might come. 

We have built hospitals in some instances where the population is 
just not there. I thoroughly a with you and I think that one 
of the things that the Veterans’ Administration should do—and I 
would be happy to sponsor such legislation—to make a study of 
where these critical needs are. 

After all, if we provide something for a veteran, we should not deny 
him those privileges because the facilities are not there. You are 
actually denying him something that the law says he has; and in 
practice you, as a medical officer, cannot give him because you have 
not got it. 

Do you agree with that statement ? 

Dr. Carrott. I agree. I think the key to it is flexibility and 
latitude. The Veterans’ Administration should have that latitude. 
They need it. 

Mr. Hatxry. They are in a better position to determine that than 
the individual Members of the Congress? 

Dr. Carrom. I think so. They are conducting studies right now. 
[Reading :]} 

Should the addendum be changed as to the substance of the information 


requested, and do you feel there is any need for a change in the admission 
procedures followed by the Veterans’ Administration today? If so, specify. 
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My answer to that is “No.” I think the procedure is going along 
very well rightnow. [Reading:] 
What are your views on the merging of regional office clinics with hospitals? 


This I am in favor of. I am not in faver of merging regional 
offices per se with hospitals. I am in favor ef merging the medical 
part, the clinic, with the hospital. And in so doing we are merely 
emulating that which has been demonstrated as successful, over the 
years in some.of our best. teaching hospitals over the country, those 
affiliated with the medical school, what. it does with the. veteran or 
outpatient. most of whom have service-connected disabilities, We 
want to bring up the quality of professional care on a par with that 
in the hospital. You can do it best if you have them there. You can 
use the same full-time staff and consultant brought to bear on any 
specialties and it is in a hospital atmosphere rather than a business- 
office atmosphere. 

And then of course the members of the staff have more stimulation 
because they are able to attend conferences and seminars and CPC’s 
and these things here and every time you increase their inservice train- 
ing the patient is the beneficiary. He gains by that. You can deter- 
mine then whether to admit patients. Also, they can be referred to 
outpatient. Iamallforit. Itisa logical step. 

Mrs. Ker. We would be especially interested in your comments 
on the next question with reference to laundries. 

Dr. Carroity. “Please give your views on the maintenance of station 
laundries as contrasted with proposals to have these services furnished 
by commercial laundries.” 

I am definitely in favor of having the laundries operated by the 
station for several reasons. I understand why there is some move- 
ment. afoot to have the laundry done outside and that is not to interfere 
with private business and so forth but actually when we do the laun- 
dry in our own hospital it is right there available, it is more convenient 
for us. We can get this material. There is less loss in wear and tear 
on laundry we find in our own hospitals than by commercial laundries. 
Weare not apt to encounter the labor troubles that you might encounter 
outside. And I think that some people when they want. to get business, 
as far as our business, as far as laundry is concerned they conceivably 
can make very attractive offers and after they have a monopoly can 
up it to whatever point they want. I do not say they would. I have 
no reason to say that. But I feel that we would be better off to have 
our own because we can have our staff work nights or Sundays if need 
be, if we are short of laundry, if we have quite a run on it and some of 
these commercial laundries may not be able to do that. 

And a very important factor has now entered into the picture and 
it is becoming increasingly important and that is this question of in- 
fection, staphylococcic infection, infection with organisms that. are 
not sensitive to some of the antibiotics we have today. And we feel 
that we are especially equipped and we are very conscious of this 
problem of staphylococcic infection, they have prevention teams for 
control and prevention of infection in each one of our hospitals. 

I think this plays a very important part. 

Mrs. Ker. Dr. Carroll, in the case of the average commercial laun- 
dry, is it prepared to take care of an infection of that type? 
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Dr. Carroii. Not especially. We have all kinds of consultants in 
our hospitals to bring this to bear. 

Mrs. Ker. But you do need special treatment ? 

Dr. Carroi. We like to think so because we cannot afford to have 
any loopholes because it would be pretty bad. It would be catas- 
trophic if we really had one of these full-scale infections. 

rs. Ker. I suppose they are difficult infections to handle and 
clear up ¢ 

Dr. Yes. 

Mrs. Kez. Mr. George. 

Mr. George. I wonder in any of the domiciliary institutions if 
some of the patients themselves help in the laundry ? 

Dr. Carroit. That is another factor. I am glad you brought that 
up because in our psychiatric hospitals especially and some of our 
domiciliaries we like to have patients working in the laundry and 
this is an exceedingly good occupational therapy for them. g rem 
lected to say that but that is a very important factor. 

Mr. Grorer. Thank you, Doctor. 

Dr. Carroii. Next it says: 

Indicate the most pressing need in your area in the hospital or domiciliary 
which you believe to be in most need of attention either from a physical con- 
struction standpoint, recruitment of personnel or any other condition you 
believe to be vital. 

I think that in our area the Northport VA Hospital is in need of 
major renovation and construction. 

Mr. Harey. Doctor. 

Mrs. Kez. Mr. Haley. 

Mr. Hater. Let me ask you, this is a little bit out of line from 
what we are discussing but in the construction of the VA facility, of 
course I realize the patient load and a lot of other things would 
enter into consideration but would it not be better and more econom- 
ical, providing the patient load and so forth is there, to not construct 
pines en under, say, a thousand beds, or what figure would you 
think 

Dr. Carroti. I would say that for a general medical and surgical 
hospital the best size, if you want my own opinion, would be 400 or 
500 beds. I think when a hospital gets larger than that you lose con- 
tact with the individual patients. Patients can get lost in a large hos- 
pital. A manager can get around and know pretty well what is going 
on in a four or five hundred bed hospital. 

It is true in order to operate a hospital you have to have certain 
—— like a manager, assistant manager, engineer, chief of surgery, 

aboratory, X-ray and all these categories of personnel, you have to 
have them and as you run up into more beds you get a dilution factor 
and the per patient per diem cost can be relatively less as the hos- 
pital is larger. That is why in some of our smaller 150 bed hospitals, 
the per patient per diem cost is high. Nevertheless, I think that in 
these hospitals that run around 400 or 500 beds it is important that 
the patient does not lose his identity, you can really ride herd on all 
of them in there. When it gets too large there are segments of 
patients you cannot see every day. 

Mr. Harry. In other words, in a big hospital a patient more or less 
becomes a number and there is not the contact between the professional 
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personnel that probably would be beneficial to his welfare, is that it? 

Dr. Carrotn. We like to think that in none of our hospitals regard- 
less of size that they regard them as a number or case but more as a 
person but think of the total case of the person, ' 

Mr, Hat#y. Maybe that would be his feeling? ; 

Dr. Carron. That is what I think. I think the people at the top 
pani be in contact with him more frequently if you had a smaller 
number. 

Mrs. Kxr. Mr. George, do you have questions at this point? 

Mr. Grorep. No. 

Mrs. Kern. Mr. Randall ? 

Mr. Ranpaux. No. I would like one more later on. 

Mrs. Kez. Dr. Carroll, can you tell us why you selected the North- 
port Hospital ¢ 

Dr. Carroit. Yes. The Northport Hospital isa very large hospital 
and it really is almost—they have two ovals. It is almost a mirror 
image superimposed on a hospital. In other words, just like two 1,000 
bed hospitals glued together. The reason I selected that is that at 
Northport the patient population there is aging. I have many elderly 
men who are rather infirm and they have to walk miles every day, 
three times a day to get to a main dining room where they have two 
and three sittings there. And it is desirable with the changing needs— 
when this hospital was constructed and the average age of the veteran 
was younger this was all right. Now we are at the point where we 
should have separate dining room facilities in each of these buildings. 
We should have facilities for occupational therapy and day rooms 
and recreational facilities and chapel facilities in some of these other 
hospitals in the buildings. 

Some of the VA buildings in the past have been built like Topsy. 
Maybe a building would be built as a 250-bed hospital and the admin- 
istrative space, laboratory space, X-ray space and so on was designed 
for that number of patients. Later on they have added on 250 more 
beds, that is a building that would accommodate that number of 
patients but there has been no provisions for increased administrative 
space or for laboratory space or for surgical suites. We are encoun- 
tering that in many of our hospitals today. I selected Northport 
because the need as I see it is greatest in Northport in our area. 

Mrs. Kerr. Dr. Carroll, I believe we have one final question on this. 

Dr. (reading) : 

Do you believe that there is a need for a type of care which is variously described 
as intermediate care or nursing ¢are for patients who are chronically ill? If 
so, where would you locate such institutions? Would you keep them as part of 
a general medical setup or a separate institution? 

In answering that I would say that in our hospitals today we have 
facilities for progressive patient care. Patients that need intensive 
care are given that and they are given graduated care while they are 
in there. But I think when we get to Aa point where the patient has 
received maximum benefit of hospital care then it would be very 
unwise for the Department of Medicine and Surgery to dilute the 

uality of medical care by getting into this nursing home care within 
the Veterans’ Administration. We already have hospital care and we 
have domiciliary care. Now I think that we would be wise to con- 
centrate our efforts on medical care. 
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When they have had maximum benefit, then try to arrange through 
social service by exploring the facilities im the communities to get the 
patients out into the community and if it is a question if they do not 

ve Inoney enough to purchase nursing home care or what not then I 
think that perhaps this might be subsidized by the Federal Government 
but I do not think that it is, as I see it, a responsibility of the Depart- 
ment of Medicine and Surgery. I think it would be unwise. I think 
it might result in a dilution in the quality of care. 

Mrs. Kxx. Thank you very much, Dr. Carroll. 

Do you have some questions; Mr. Haley # 

Mr. Hater. I have no further questions Madam Chairman but I 
want to say this for the record, that the witness before the committee 
this morning has been a very fine witness, His answers to all the 
questions have been quite to the point and I think they will be of 
tremendous assistance to the committee. I want to commend him for 
that and I would like at this time, Madam Chairman, if I may, to ask 
unanimous consent that the statements that will be answered later in 
writing by the doctor, on this page that we did not have time te get to 
be made a part of the record at this point in the proceedings, so that we 
will have the entire picture and I again want to commend you, sir, 
for your very fine presentation and answers to the questions that worry 
and disturb this committee. 

Thank you, Doctor. 

Mrs. Ker. Without objection it is so ordered that they will be made 
a part of the record. 

Ill. TuRNover Rario 


Discuss the waiting list question. Does it have any meaning or is it 
meaningless? Would you change present procedures? If so, how? 


I would not say that the waiting list is meaningless. However, it could be 
quite misleading. I will try to illustrate by presenting a few examples: At the 
VA Hospital, Northport, Long Island, as of December 1959 there is a waiting list 
of 2,317. This means that 'the Northport VA Hospital has 2,317 applicants for 
admission. Examination of this list of applicants reveals that 2,133 of the appli- 
eants are already hospitalized (not at VA expense), and 184 of the applicants 
are not yet hospitalized. All of the applicants are in ‘the non-service-connected 
group. We have no waiting list for service-connected cases at Northport. 

In October 1956 a sampling of the waiting list was conducted. This consisted 
of 385 of the 3,501 applications on the waiting list at that time. It was found 
that of the 385, 94 had been discharged or died, and no notification to this effect 
had been received from the non-VA hospital where these applicants were patients. 
Based upon our sampling at that ‘time, it was logical to assume that a very con- 
siderable portion of the waiting list was invalid. 

Now, let us consider a waiting list at a general medical and surgical hospital. 
If a given GM & § hospital had 200 applicants on their waiting list, the casual 
observer would be led to believe that this was a rather large waiting list. Now, 
if this same hospital admitted an average of 50 patients per day, it is readily 
seen that the average patient on the list would have ‘to wait merely 4 days and 
this, of course, is a very brief period to wait, when one bears in mind that emer- 
gency cases are admitted at once. I have cited this particular example to illus- 
trate the point that it is not the number of cases on the waiting list that is 
important, but the average length of time they have to wait prior to admission. 

At this same hospital where the average number of admissions is 50 per day, 
so that the average period of waiting would be 4 days, further examination of the 
applications on the waiting list reveals that 20 of these veterans are waiting to 
be admitted to the ophthalmological (eye) service for cataract operations. In 
examining the procedure carried out at the hospital, we find that it is their policy 
to perform two eataract operations per week. This means that some of these 
patients would have to wait 10 weeks, some 9, some 8, some 7, some 6, ete. This 
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illustrates the point that certain categories of applicants have to wait longer than 
do others. This is not apparent from examining the waiting list. 

I recall at one time several years ago at the Northport VA Hospital, we 
found that there had not been a single admission from the waiting list for 
a period of at least 10 years. I am referring, of course, to patients with 
non-sevice-connected conditions. The reason for this situation was because 
the hospital was filled to capacity, and whenever there was a vacancy, the 
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-bed would be reserved for a service-connected case or for an emergent case. 


Now, let us again try to define “what is a waiting list?” A waiting list 
consists of a group of applications from people who desire to enter a given 
hospital. We assume that they need hospitalization and we propose to admit 
them if, as, and when we have a suitable vacancy. 

Now, let us refer back to the 2,317 veterans on the waiting list at North- 
port, Long Island as of December 1959. Two thousand, one hundred and 
thirty-three of these applicants were already hospitalized in other hospitals— 
not at VA expense. One could take the attitude that these patients do not 
need hospitalization inasmuch as they are already hospitalized. One could 


‘also take the attitude that these patients are seeking preferential hospita- 


lization. In other words, they would prefer tto be hospitalized in a VA hos- 
pital rather than their present status. 

If one were to examine a waiting list, such as 2,317 atthe Northport VA 
Hospital, one might conclude that we need to build another psychiatric hos- 
pital in that area. Hoowever, when one recognizes that all of these ap- 
plications are from veterans. with non-service-connected disabilities, and there 
are no service-connected cases on the waiting list, one could conclude that we 
need not build another psychiatric hospital in that particular area at this 
time. I believe one could predict that if we did build 1,000, even 2,000 more 
beds for psychiatric patients in the area of New York City, these hospitals 
would be filled within a few months of the time they opened for the admission 
of patients. This would be due to mass transfers of patients from State and 
county hospitals to our new VA hospitals. . 

I do not believe that there is need for any change in the present procedure 
regarding the waiting list or the order of priority for admission of eligible 
veterans. 

Would you favor the enactment of legislation such as H.R. 7965 which 
would permit a hospital to provide some form of outpatient care for non- 
service-connected cases to work up the case prior to hospital admission 
when determined to be needed and posthospital outpatient care where it 
would increase turnover rate? 

HPnactment of this type of legislation would result in a saving of funds be- 
cause it would serve to cut down on the length of stay of patients. It 
would also serve to increase the turnover rate. If this were to be enacted, 
it would be essential that special funds be allocated to hospitals for this 
purpose. 

Do you have any specific suggestions which, in your opinion, would 
lead to an increase in the turnever rate in neuropsychiatric hospitals? 

Yes. By having smaller psychiatric hospitals of more modern design, such 
as at Brockton, Mass., with a higher ratio of personnel to patients, it enables 
the hospital to concentrate their efforts as a team. Generally speaking, it 
can be said that the length of stay for an average patient is inversely pro- 
portional to the number of members of the staff who can concern themselves 
with the patient’s problem. 

Should the foster home program be enlarged? 

Yes. This is an exceedingly good program. In order to enlarge this pro- 
gram it is necessary to have increased funds to recruit many more social 
vervice workers. Such an activity will pay rich dividends. 

Do you believe that it would be wise for the family or agency re- 
questing admission of a veteran to agree to accept responsibility for the 
veteran’s care after he had received maximum hospital benefits? 

Although I personally made this proposal, I am now inclined to believe that 
it might be undesirable to do so. The purpose of my proposal was to “prick 
the conscience” of relatives of patients, to make them more aware of their 
moral responsibility for cooperating with the VA in the care of their next 
of kin. The objection which most people had to my proposal was that this 
might be construed as a condition for admission. This had not occurred to 
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me at the time of my proposal and I certainly did not want to make it a 
condition of admission. In talking with Dr. Lee Schlesinger, area medical 
director, Columbus, Ohio, he has convinced me that he has a proposal which 
is infinitely better than mine. He suggests that we have our social service 
workers call at the homes of individuals who have applied for admission, and 
whom it would appear would be long-term patients. This would give the 
social service ‘worker an opportunity to appraise the ability of the family 
to take care of the patient after he had received maximum benefit of hos- 
pital care, and in those instances where the facilities seemed adequate, the 
social ‘service worker could attempt to enlist their cooperation without sign- 
ing an agreement. 
IV. CONSTRUCTION 


What is the predominant type construction in the hospitals in your 
area—multistoried buildings more than two? What sort of construction do 
you favor for general medical and surgical hospital and for neuropsychiatric 
installations? 

The predominant type of hospital construction in this area is multistoried 
buildings of over two stories, with two-thirds of our hospitals classed in this 
category. The vertical, or multistoried, single structure with a center service 
and utility core and having a capacity of 400 to 500 patients seems to be the 
best for general medical and surgical hospitals. The supporting services 
(research laboratories, shops, storage, boilerplant, and mechanical equipment 
rooms) can be easily clustered around the base. 

The most current thinking in progressive hospital design provides for the 
weight-bearing structural steel poles to be along the outside corners and ‘sides 
of the building. By avoiding structural steel columns and piles in the center 
of the building, it permits greater flexibility in telescoping up or down the size 
of hospital units by the services, for which there are changing needs for 
patient occupancy. This provides more latitude and flexibility. It also enables 
hospitals to have auditoriums and conference rooms in which the people attend- 
ing the conference do not have their view of the speaker obstructed by a column, 
as is the case in many of our hospitals today. 

It is more desirable to have the horizontal or two-story with full basement 
construction for neuropsychiatric hospitals with a capacity of 350 to 1,000 
patients in dormitory buildings of 250-patient capacity with high ratios of 
double rooms. Each building to have its own dining facility served from a 
central preparing kitchen. Limited recreational and rehabilitative facilities 
and a small chapel should be available in each building, and a designated exterior 
area for each building is desirable for rest, relaxation, and recreation purposes. 
Major social, education, and religious activities would be conducted centrally 
with easy access to the respective dormitory buildings. If these structures were 
arranged around an oval area and connected by corridors, similar to spokes of a 
wheel, to the central core, feeding, recreational, and religious facilities located in 
the hub area, then the patient care would be physically quicker and easier to 
accomplish and the construction costs reduced over the present method. 

Are you consulted as to type construction or location of new hospitals in 
your area? Are you consulted as to renovation and modernization? If 
not, do you feel it would contribute to better construction and administra- 
tion if you were consulted? 

Although we have not generally been consulted as to the type, construction, or 
location of new hospitals in the area, we have been asked for experience data 
and recommendations concerning some phases of proposed renovation and 
modernization projects. We naturally feel that we would materially and con- 
structively contribute to better construction and administration problem solving 
if we were consulted. 

List in order of priority the hospitals in your area which you think 
should be the sub’ect of renovation or modernization and the timetable for 
such action. 

The following hospitals are listed in the recommended order of priority for 
renovation and modernization, with the suggested date of completion : 


VA hospital, Northport: Fiscal year 1965. 

VA hospital, Bronx: Fiscal year 1966 (replacement in part, addition main build- 
ing). 

VA center, Togus: First year 1967 (G.M. & S. and NP space requirements). 
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VA center, Bath: Fiscal year 1968 (domiciliary). 

VA hospital, Northampton : Fiscal year 1969 (ward buildings). 
VA hospital, Canandaigua : Fiscal year 1969. 

VA hospital, Rutland Heights: Fiscal year 1970. 


Additional space is already programed for VA hospital, West Roxbury, and 
VA center, White River Junction—scheduled for completion in fiscal year 1962 
and fiscal year 1963, repectively. 

Additional space required but not programed concerns VA hospital Newing- 
ton, which is needed to replace temporary construction and to render efficient 
space availability for the outpatient clinic. It should be scheduled for comple- 
tion in fiscal year 1962. The cost of this work is not a comparatively major 
project item but is beyond the project now programed for moving of the outpa- 
tient clinic from Hartferd VA regional office to the station, 

Provide the same information on a priority basis as to mest pressing 
need for maintenance on an individual station basis. 

There is no station having a pressing need at the moment for extensive main- 
tenance on an individual station basis since those formerly in need of it—-New- 
ington, ‘Togus, Castle Point, Northport, and others * * * have either embarked 
on a continuing program of sufficient extent to cope with their situation, er are 
slated for early consideration of renovation and modernization. 

What size hospital do you recommend ag being the best from admin- 
istrative and patient care standpoint of general, medical, and surgical 
hospitals as well as neuropsychiatrie installations? (Inherent in this 
question is the possibility that TB hospitals will be phased out eventually 
and redesignated as G.M. & 8. installations) . 

The 400- to 500-bed range general medical and surgieal and 350 to 1,000-bed 
neuropsychiatric hospitals are the best size from the patient care and admin- 
istrative standpoint because of the stimulating effect that the accompanying 
medical teaching programs engender as well as the economical and efficient 
physical plant that is inherent in these sizes of stations. 

Are you aware that some private contractors have indicated privately 
their unwillingness to bid on future VA hospital construction because of 
numerous change orders and other conditions? Do you have any suggestions 
for correction? 

I am not personally aware that some private contractors have indicated their 
unwillingness to bid en future VA hospital construction because of numerous 
change orders and other conditions, To my knowledge, our 12 younger hospitals 
built or modernized since 1947 have been constructed by capable general con- 
tractors who have been able to manage and operate efficiently and receive a 
reasonable profit for their enterprise. Several of the larger jobs constructed 
in recent years as part of the renovation and modernization program haye been 
constructed by apparently capable general contractors who have erected well- 
built structures having only the customary adjustments and deficiency items 
inherent in work of this complexity and diversity. The worst job was the new 
administration building at White River Junction where the general contractor 
had considerable difficulty in meeting both the technical and time requirements 
of the job, according to my information. 

Comment on the 12-year program for renovation and modernization. 

It is my belief that the 12-year program for renovation and modernigation is 
an excellent step forward. It will enable us to match the changing bed capacity 
requirements to the aging physical plant obsolescence problems. It will enable 
the requirements, design and construction forces to be so well developed and 
coordinated with the operating medical unit that we will enjoy the most solidly 
productive program that we have ever had. The planned and phased nature of 
the program will permit, for the first time, a calculated approach rather than a 
erash program approach and an important part of this method will be the 
development of an experienced, stable staff for the above requirements, design 
and construction forces who in turn will be able to coordinate with the medical 
operating staffs to the point that new construction, following pretotype basic 
plans and original plans for the specific site as required, should not require 
many change orders of a major nature during the course of construction, 


Mrs. Kez. Mr, George, do you have some questions? 
Mr. Grorce. Doctor, your testimony was better even than the string 
of degrees that Madam Chairman read off implied it was going to be. 
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Do you find you need more social workers in your hospitals in 
connection with your program ? 

_ Dr. Carrotn. Yes; we do. That is a very scarce category. Some- 
times we have the funds and we cannot recruit them. But as you do 
have more social service workers you can increase turnover particu- 
larly in our psychiatric hospitals. It would be helpful. It would 
be helpful in our hospitals. 

Mr. Grorce. Thank you. 

Mrs. Kez. Mr. Randall? 

Mr. Ranpatt. A question or two back we turned to laundries rather 
quickly there after talking about regional office clinics being mer 
with hospitals. Do you find in your area that there is an opposition 
to that? In the Kansas City area I received letters, some in the last 
few days, in opposition to that. No reason given, just that they were 
opposed. Why, in your opinion, are they opposed ; 

r. Carroii. We do not find any opposition to that. 

Mr. Ranpatu. Do they feel they are giving something up or they 
are losing something ¢ 

Dr. Carrot. The only point I have heard mentioned is that some- 
times they say the veterans like to go to a one-stop place, go to one 
center where they can have their problems in reference to veterans’ 
benefits and medical problems solved there, not go to one place and 
then to another. 

Mr. Ranpauu. They feel they are losing something ? 

Dr. Carrouu. No; it is a matter of convenience but we feel that the 
patient from a medical standpoint gains something by having it there 
in proximity, in juxtaposition to the hospital. 

r. Ranpauu. In your area it is true that these three clinics are 
in connection with the administrative office somewhere in the office 
building? 

Dr. lay Some of them are. It is our policy wherever possible 
to move them in with hospitals. We find no objection. We have not 
encountered it. We would not take a large regional clinic as in New 
York City and try to put it in the hospital. It is too large. You 
do not want it to interfere with the inpatient care and you would not 
consider that. That would be conducted as a separate clinic but ex- 
clusively medical. 

Mr. Ranpaut. Thank you, Doctor. . 

Mrs. Ker. You have certainly shown that you have a deep interest 
in veterans and that you are a fully dedica erson. You have been 
a wonderful witness before our committee. We have been delighted 
to have you and you have really made a great contribution. 

Thank you very much. 

Dr, Carrot. Thank you, Mrs. Kee. 

Mrs. Ker. Our subcommittee will adjourn until 10 o’clock tomorrow 
morning when we will hear Dr. Middleton, Chief Medical Director 
of the Veterans’ Administration. 

(Whereupon, at 11:35 a.m., the hearing was recessed, to reconvene 
at 10 a.m. Thursday, February 18, 1960.) 
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House or REPRESENTATIVES, 
SUBCOMMITTER ON Hosprras, 
COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The subcommittee met at 10 a.m., pursuant to adjournment, in 
room 356, Old House Office Building, Hon. Elizabeth Kee (chairman 
of the subcommittee) presiding. 

Mrs. Ker. The subcommittee will come to order. 

We are glad to have with us this morning the gentleman from 
Florida, Hon. D. R. (Billy) Matthews, who formerly served on this 
committee and was a very active member during his service. He is 
here this morning to speak in behalf of his bill, H.R. 1853, which 
seeks to provide for the construction of a Veterans’ Administration 
neuropsychiatric hospital of 1,000 beds in Gainesville, Fla. 

Mr. Matthews has long advocated this he asm 

We are always happy to have you with us, Congressman. And will 
rapes proceed in your own way. 

. Hater. Madam Chairman, if I may be recognized at this point 
to welcome my very distinguished and able colleague, here, from the 
State of Florida. As you have stated, he was a member of this com- 
mittee when he first came to the Congress. He was interested in vet- 
erans’ affairs at that time. He has continued that interest even after 
he moved up to a more powerful committee, if I may put it that way. 
But Billy has, during his service here in the Congress, been deeply 
interested in veterans’ affairs. He has been a great advocate of addi- 
tional facilities. In his district down there, where he has a medical 
installation, the medical college of his State, in the city of Gaines- 
ville, his home, has been very generous in their cooperation in veter- 
ans’ affairs, acquiring sites, doing the things that are necessary to 
establish what we think is a badly needed facility in Florida. 

I want to welcome him to the committee and express my apprecia- 
tion that he has continued to show the fine interest in veterans’ affairs 
that he showed while he was on this committee. , 

Mrs. Kus. That is a very fine statement, Mr. Haley. And I would 
like to add that Congressman Matthews is certainly one of our most 
distinguished Members of the House and one of the great orators in 
the House. 
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STATEMENT OF HON. D. R. (BILLY) MATTHEWS, A REPRESENTA- 
TIVE IN CONGRESS FROM THE STATE OF FLORIDA 


Mr. Marruews. Madam Chairman, my dear friend Congressman 
Haley, and distinguished members of the committee: For the record, 
my name is D. R. (Billy) Matthews, Member of Congress from the 
Eighth District of Florida. I want very humbly to thank you for 
this privilege and for the very gracious remarks that you have made 
about me. 

I know the distinguished chairman would permit me to say how 
happy I am that my dear friend and able colleague from Florida, 
Congressman Haley, is on this great committee. We in Florida ap- 

reciate so much the splendid work that he, along with all the mem- 
rs of this great committee, is constantly doing for the veterans of 
our Nation. 

Madam Chairman, as you said, I come once again to talk a little 
bit about the proposed neuropsychiatric veterans’ hospital for Gaines-, 
ville, Fla. 

This great committee gave me the privilege at least two other times 
of peeeien this matter in deteil+a March 1955 and in February 
1957. | 

So since we have that mformation on the record, I de not want-to 
burden the committee this morning with a very detailed presentation 
of the subject, but I would like te review just for a moment, the fact 
that the NP hospital for Gainesville, Fla., was one that was approved 
by the President of the United States back in October 1945. It went 
through all of the rather tortuous procedure, and when. victory almost 
seemed to be im sight, the Gainesville, Fla., hospital was one of a 
number that was stricken, you might say, from the future construction. 
by President Truman, It was 1 of 23 hospitals that had been ap- 
proved, but the construction of which wassuspended, 

I do not. know just why that happened, but I do think it is important. 
to note that this project was approved way back in 1945. 

It might be interesting to point out, Madam Chairman, that since 
that time, to the best-of my knowledge, all of the other 23 hospital 
proposals have gone by the board, if you will permit me to use that 
expression. The sites have been used for business, _They have been 
used for the later construction of a wi, we Or they have been used 
for other purposes. Only the Gainesville hospital site is still standing, 
of the original 23, 

I also should like, if I may, to repeat the fact that a:million dollars 
was spent on that site.and in the preparation of plans, and the site 
still stands, of course, in Gainesville, Fla. y 9" 

Now, if the committee would like to get the detailed information 
about the history of the project, may I respectfully point out that on 
page 4774 of the Congressional Record of March 1958, I made a talk 
on the floor of the House and gave the complete information as to'the 
historyof our project. : 

Now, I would not be fair to the Veterans’ Administration if I did 
not point out my deep appreciation—and I know the appreciation 
of Congressman Haley and the whole Florida delegation—for their 
interest that they have expressed in the veterans’ problems of Florida, 
and I am sure that is true of the whole United States. 


Eo 
4 


HOSPITAL PROGRAM OF THE VA 929 


I would be remiss, for example, if I did not state that Hon. Rufus 
Wilson, who is the mariager of our Pass-a-Grille regional office in 
Florida, -is te of the consecrated t of service that the emi- 
ployees of the Veterans’ Administration I think give to’the problems 
of the veteran in America. Contact men, hospital staffs—these ladies 
and ae with whom I have come in contact, haye been. uni- 
versally helpful and. considerate. 

So I am very grateful for that fact. 

_ I am also grateful—and I know Congressman Haley joins with 
me in saying that. we appreciate the fact—that the Administrator 
of Veterans’ Affairs, the Honorable Sumner Whittier, advised us 
last year that the Veterans’ Administration had recommended that the 
site at Gainesville be retained aS a part of their long-range lanning 
potential. - And we are also grateful for the fact. that:the Retnenane 
Administration has announced additional beds for the three existing 
hospitals in Florida—the one at Coral Gables, which will probably’ be 
a complete modernization effort, the one at Bay Pines, and. the one at 
Lake City, in my own congressional district. oy 

At Lake City, plans are to add 114 beds, It is my understanding 
tht money will be asked for these improvements in the fiscal year 
1962. For that, we are very grateful. 

We feel now, Madam Chairman, that if'we could just get this NP 
hospital at Gainesville, the hospital situation in, Florida would be 
amply provided for. 

ow, may I point out this tremendous problem that we have ‘in 
Florida. And of course, it is a blessing. It is not a burden. But 
in 1946 we had a veterans population of 250,000. As of today, ‘we 
have a veterans population of 600,000. We have about the same num- 
ber of hospital beds now that we had in 1946. 
_ At the present time, there is a total NP waiting list for VA hospital 
beds.in Florida of 602.. The ratio of veterans per VA hospital bed, 
national average, is 110 to 1, but in Florida it is 444 to 1. 

For NP beds, the ratio of veterans national average is 396 to 1, 
but in Florida the ratioof veterans per NP bed is 4,478 tol. .. 

It is heartbreaking to note also that between 30 and 60: veterans 
are held daily in county jails throughout the State—without chaege, 
of course, but awaiting hospitalization for mental conditions. For 
a complete survey of the VA hospital situation in Florida, I would 
like if I may to submit for the record a fact sheet’ prepared by Mr. 
Melvin T, Dixon, State service officer, Florida Department of Veterans’ 
Affairs, which shows the dire need we have in our State for additional 
hospital beds. 
Mrs. Ker. Without objection, it.is so ordered. 

(The fact sheet referred to is as follows :) 


ExuHisit A 
Fact Sueet TO VA HOsPITALs IN 


On January 25, 1960, a survey was conducted for the purpose of showing the 
dire need for additional Veterans’ Administration hospital beds in the State of 
Florida. 

Number of beds, waiting list, VA hospitals in Florida, January 25, 1960: 


51434—60——9 
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VA hospital, Coral Gables, Fla. 


Unavailable beds 
Average daily patient load 
Beds actually occupied 
Vacant beds. 
Veterans on waiting list 
Applications pending eligibility 
NP beds 

NP waiting list. 
Averag’: applications per month 


VA hospital, Bay Pines, Fla. 


Unavailable beds 
Average daily patient load 
Beds actually occupied 
Vacant beds 
Veterans on waiting list 
Applications pending eligibility 
NP beds. 

NP waiting list 
Average applications per month 


Domiciliary barracks, Bay Pines, Fla. 


Unavailable beds 

Average daily patient load 
Beds actually occupied 
Vacant beds. 

Waiting list 
Applications pending eligibility 
Average applications per month 


VA hospital, Lake City, Fla. 


Rated bed capacity 
Operating beds_.__ 
Unavailable beds 

Average daily patient load 
Beds actually occupied 
Vacant beds_ 
Veterans on waiting list___ 
Applications pending eligibility 
NP beds 
Average number of applications per month 


Hospital applications pending in VA regional office, 65: These applications will 
%e forwarded to a VA hospital to be placed on waiting list when legal eligibility 
is cleared. 

Applications received per month in regional office, 500. 


Summary total VA hospital beds and waiting list 


Total VA hospital beds in Florida 
Total veterans on waiting list in State 
‘Total pending list (pending eligibility) 
Total (average) number of veterans that apply for VA rene eerste 
per month 


— 
4 81 
i 
7 1, 350 
1, 318 
133 
2, 971 
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Florida NP veterans hospitalized by VA outside of State 


(Gulfport, Miss.; Biloxi, Miss.; Tuskegee, Ala.; Tuscaloosa, Ala. ; 
Salisbury, N.C.; Augusta, Ga.) 
Florida NP veterans on waiting list of VA hospitals : 
Outside State— 508 
Total NP waiting list for VA hospitals. 602 
Total number of Florida veterans hospitalized in VA hospitals other 
than NP 
(Oteen, N.C.; Mountain Home, Tenn.; Memphis, Tenn.; Nashville, 
‘Tenn. ; Dublin, Ga.; Atlanta, Ga.; Montgomery and Birmingham, Ala.) 
Total number Florida veterans hospitalized by VA outside of the State... 1, 332 
Veterans held in county jails in State, no charges, waiting hospitalization 
for mental conditions 147 


1 This figure will average between 30 and 60 any way. 
Veteran population in Florida 


April 1946 (year round) 250, 000 
April 1958 (year round) 500, 000 
January 1960 (year round) 600, 000 

Percent 
Veteran population increase 1958 : _.100 
Veteran population increase 140 
VA bed increase . 30 

Comparison VA bedloads, National and State 

Ratio veterans per bed in VA hospitals, national 181 tol 
Ratio veterans per bed in VA hospitals, Florida 444 tol 
Ratio veterans per NP bed VA hospitals, national 396 to1 
Ratio veterans per NP bed VA hospitals, Florida 4, 478 tol 


MELVIN T. Dixon, 
State Service Officer, Florida Department of Veterans Affairs. 


Veteran population in Florida 


Prior to World War II 42, 000 
Florida Veterans in World War II 248, 000 
Veteran Population After World War II 250, 000 
Veteran Population in Florida: 
1946 250, 000 
1947 263, 000 
1948 248, 000 
1948 284, 000 
1950 312, 000 
1951 318, 000 
1952 325, 000 
1953 si 347, 000 
1954 388, 000 
1955 417, 000 
1956 448, 000 
1957 469, 000 
1958 496, 000 
1959 534, 000 
1960 ad 600, 000 


Mr. Martruews, I should like to say for the information of the com- 
mittee that this information sheet was prepared at my request by the 
gentleman to whom I have referred, Mr. Melvin T. Dixon, our State 
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service officer of Florida, and E believe that his figures are just about 
as accurate as they possibly can be. Het 

Also, Madam Chairman, I believe the committee will be interested 
in the progress of our — medical center, located on the cam- 
pus of the University of Florida at Gainesville. : And in this:connec- 
; tion, I should like to submit for your information ‘an article which 
appeared in the New York Times on igiage'h February 7, 1960, which 
i Ricetaa the national prominence our medical center at Gainesville 
has achieved in'the short tiine it has beer in'existetice. 

Mrs. Ker. Without objection, it isso ordered. 

(The article referred to is as follows:) | 


UNIVERSITY OF FLORIDA CENTER 


Fxtension of remarks of Hon. D. R. (Billy) Matthews of Florida in the House 
of Representatives, Thursday, February 11, 196v 


Mr. Marrnews. Mr. Speaker, I am very proud of the great Florida Medical 

Genter which is-located om the campus of the University of Florida in Gaines- 

Ville, Fla.; which is in my congressional district. I'am very pleased to note 

\~that this great medical center is not only known throughout Florida, but has 
already achieved a national reputation. As é@vidence of this fact I am ‘pléased 
to enclose an article by Dr. Howard A. Rusk, which appeared inthe New York 
Times, Sunday, February 7, 1960. 


MepicatoCenter—Dwo New GAINESVIDLE CoMPLEX PUT IT IN 
VANGUARD or U.S. SERVICES 


(By, Howard A. Rusk; M.D.) 


is ' ‘A few years ago on the northern edge of the great Florida Citrus Belt, which 

: starts a few miles south of the University of Florida in Gainesville, a young 
farmer fell from a ladder while working in his groves. Although the fall was not 
from a ereat height, he landed on some of his agricultural equipment in such 
a way that his back was broken and he was paralyzed. 

Fortunately, through the Florida Division of Vocational Rehabilitation, the 
young man was sent to a_rehabilitation center outside the State for treatment 
and returned later to become a successful! insurance man,’ working from ‘his 
wheelchair. 

Today it is no longer necessary for severely disabled: Floridians to be sent out 
of the State for rehabilitation. Their needs can now be met through the new 
’ rehabilitation services of the teaching hospital and clinics of thé J. Hills Miller 
“Fiealth- Center, at the University of Florida. Five handred persons from. twelve 
States -attended° the formal ceremonies “held here this weekend announce 

‘the new rehabilitation services and the new college of health-related services. 


ONE OF BEST IN UNITED STATES : 
‘These two new units are the latest in-one of the most modern and best planned 
university health centers in the Nation. The center is named for the late presi- 
4 Already. in. operation_are_the colleges. of- medicine,- nursing, -_pharmaey, and 
health-related services. and -a_teaching hospital. and -clinies.. -Ground-breaking 
for. a new. $1,680,000 _pharmacy-research. building were Held last 
Miorida’s new health center.did_not just happen. Aided by grants‘from the 
State, Federal. Government and the commonwealth fund, the university brought 
“experts and consultants in all aspects of health education, research and services 
to the ¢ampus in the 8-year planning period. | 


Z MEDICINE SCHOOL THE FIRST 


As a result, the health center is unique in many ways. Major among these is 
its educational philosophy, which is based on the concept that members of the 
health team who are trained together in the same environment will be better pre- 
pared to work together. 
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Professional isolationism is broken down because students in the colleges of 
medicine, nursing pharmacy, and health-related services utilize the same educa- 
tional and clinical facilities. _ 

The first, units to be activated in the health center were the colleges of medi- 
cine and’ nursing, which admitted their first students in the fall of 1956. First 
dividends on this investment will come this June with the graduation of 40 new 
physicians and 25 new nurses. 

The second major development came with the opening of the magnificent 400- 
bed teaching hospital and clinic in the fall of 1958. : ' 

Many of our older hospitals, obsolete architecturally’ and disorganized func- 
tionally, are reminiscent of the clutter of a country general store. In sharp. 
contrast, this hospital has. the efficiency of a modern department store.. How- 
ever, it has more of the atmospheres of a home than an institution. This feeling 
is carried out in the most minute detail, from the noninstitutional furniture to 
the soft pastel colors. 

A particularly remarkable feature of the center is an ambulant wing, which 
functions as a hotel. Here are housed the patients receiving, diagnostic and 
therapeutic services who do not need such costly items as nursing and bedside 
food services. 

Patients live in comfortable surroundings at a cheaper cost, eat in the cafeteria 
and mayieven have a family member with them. They are free to come and go 
as, they wish within the limits dictated by their physical conditign. 

\For these patients recreational group therapy as well as visiting with other 
patients and-staff are excellent antidotes for anxiety.’ This ambulant unit has 
proved to be especially valuable for psychiatric patients. aint O7 1 


THERAPISTS, TRAINED 


The new college of health-related services currently includes a graduate pro- 
gram in rehabilitation: counseling, which; has, beén conducted, by the university 
since 1956, and three new undergraduate programs in medical technology, physi- 
cal therapy, and occupational therapy. The latter are particularly important 
new resources for Florida and all the Southeast. ' | 

Prior ‘to their establishment there were no programs for training physical 
therapists in-Mississippi, Alabama, ‘Tennessee, Georgia, South Carolina, and no 
training, programs, for. occupational therapists in these States plus North Caro- 
lina. This has resulted in fewer physical therapists and occupational therapists 
for the population in the Southeast than in any other section of ‘the country. 

Mx. Marruews,, Madam Chairman, that concludes the main part of 
my testimony, unless the members of the committee, would like to. ask 
me questions in review, 

May I say again te this committee how grateful T am for yout con- 
stant. interest, in, these problems, how grateful I am to, the, Veterans’ 
Administration for the progress that they are making, and how much 
I hope that-we can keep on. our conscience this problem of this greatly 
ee facility in Florida, and how much I hope we can move toward 
the day when we can make that project a reality.” t 

_I would like respectfully to invite this great committee to come 
singly or as a group to Gainesville, Fla., to look over the site of the 
hospital and to visit with us just as long as you,can, 

rank you, 

Mrs. Ker. Mr. Matthews, thank you very much for your statement. 
All of. us want you to know we still miss. you very much on this 
committee. 

Any questions ? 

Mr. Hatey, Madam Chairman, I do not particularly have any 
questions. 

I do not think, Congressman Matthews, that in the site that the Vet- 
erans’ Administration has already, in years gone by, expended approx- 
imately a million dollars, a great deal’ of those expenditures have been 


for facilities such as water mains, sidewalks, and things of that kind, 
if I recall it correctly. 


ay 
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Mr. Matruews. That is correct, sir. 
_ Mr. Hazy. In other words, we have a mililon dollar investment in 
impaeveemnante on the site, and of course no way to use it. 

want to commend the gentleman for his statement; and I want 
to again reiterate, as I have to this committee time and time and time 
again, the inadequate facilities that we have in the State of Florida. 

As the gentleman has pointed out, the ratio of veterans per NP 
— the VA hospital nationally is 396 to1, In Florida it is 4,474 
to 1. 

The gentleman has just made the observation that we have, in the 
best facilities that we can obtain for them, day after day and month 
after month, veterans suffering mental disability that should be in a 
hospital. We have to put them in the county jail; which, of course, 
is not a proper place, is not equipped to care for them. When we 
— _ down a bed, it may be at Augusta, Ga., and it my be some 
place else. 

You heard the testimony here yesterday and the day before, and 
you have heard it time and time again, that one of the recommended 
treatments for this kind of illness is the closeness, you might say, of 
the veteran to his family, where they can go and visit. 

I do not know what this committee can do to remedy this situation. 
AndIa very thoroughly with Congressman Matthews that the 

resent VA Administrator, 1 think, with what he has had to do ee 

as done a splendid job. There is no criticism of the personnel o 
the VA in Florida. But I will tell you, ladies and gentlemen of this 
committee, it is a shame and a disgrace that a medical doctor and 
his staff sometimes must. make a decision, where he has no beds or 
1 or 2 beds, and he has 15 or 20 or 25 critically ill patients, where he 
has to make practically a decision of life and death. And that is 
what is happening every day in the State of Florida. 

I say that this Congress, this committee, and the administratio 
and the Committee on Veterans’ Affairs—and I say, the Veterans 
Affairs people I think are doing all that they can; but I think it is 
a shame anda disgrace to this great Nation, and it is a thing that 
should not happen, where a man is entitled to medical facilities and he 
is denied the thing that the law gives him, simply because we do not 
provide that facility. 

And I hope, Madam Chairman, that this committee will begin to 
move in a positive way and get the facilities that we need in Florida. 

I pointed out, Congressman Matthews, yesterday that I think that 
probably all of us were a little derelict in our duty when we did not 
allow the professional poses the people who knew these situations, 
to determine where the hospital goes, where it is built. It should be 
on the basis of need. And that has not been done in years past. And 
I think it is one of the ns that is working such a terrible disad- 
vantage not only to Florida but in southern California and probably 
some of the other States, like Arizona and Nevada. And I hope that 
something will be done to correct this situation. If the 125,000 beds 
are going to remain, then let us put them where they are needed; 


not based. on political expediency or the power of a man here in Con- 
gress. Let us listen to these people who recognize that there is a 
shift in the population of this country, a tremendous shift; and let 
us shift the facilities where they are needed. 

Mr. Matruews. Thank you, Mr. Haley. 


x 
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Madam Chairman, may I at this point make this observation, that 
I believe the committee is cognizant of, but perhaps it should be em- 
phasized. Florida, with its geographical position, has a distance of 
almost a thousand miles from one tip of the State to the other. If you 
start out out at the Perdido River beyond Pensacola and go down to 
Key West, Gainesville is just about the geographical center of the 
State. It is some distance, of course, from some of the population 
areas, but it is in the central part of the State insofar as all of them 
are concerned. The great population areas around Pensacola, Jack- 
sonville, central Florida, southeast Florida, and southwest Florida, 
are convenient, you might say, to Gainesville in the center. 

Now, because of its geography, to expect an NP veteran in Florida 
to go to another State for treatment is about as unfair as to expect a 
veteran from Chicago to go to New York City for treatment. And 
we have now a thousand Florida veterans with service-connected NP 
cases who have to go out of Florida for hospitalization. 

I would like to just put that fact in the record at this time. 

Mrs. Kew. Well, thank you very much, Mr. Matthews. 

Are there further questions? 

Mr. Evererr. Yes. Congressman Matthews, as I recall, you said 
there were 702 NP cases on the waiting list in Florida. 

Mr. Marruews. Yes, sir. 

Mr. Evererr. Dr, Timm testified day before yesterday, and he said 
if we could get to these cases within 6 months there was a chance for 
rehabilitation. Now, then, you are taking these cases, with 602 on the 
waiting list, and I me de it will take 2 oo for an NP case to get 
into the hospital with that long a waiting li 


ist. 

Mr. Matrnews. Certainly it would take many, many months, Con- 
gressman Everett; yes, sir. 

Mr. Harry. Will the yield? 

I just want to reemphasize to the gentleman from Tennessee the 
fact that these men who are entitled to these facilities are being put 
in the common jails. There is no charge preferred against them. 
There is no charge to be made. They are put in there simply to try 
to protect the men and the general public. 

Mr. Matruews. And to protect themselves. 

Mr. Harry. That is right. And in many instances we do not. have 
the facilities to put a man behind bars with a mental disability. There 
is no tleling what he will do. We have had several very, very unfor- 
tunate cases in Florida for the lack of facilities to restrain temporarily 
a man. 

Mr. Evererr. Rather than adding to his treatment, it is a deterrent 
to his treatment. 

Mr. Haury. If he stays there 8 or 10 months, just locking a man up, 
who has done nothing, for 6 or 8 months, or even a few weeks, is cer- 
tainly going to have a tremendous impact on the man. 

Mr. Evererr. Congressman Matthews, 1 certainly appreciate your 
statement in coming before the committee. I want to say I for one 
as a member of this committee will do anything that is within my 
power to help you alleviate this condition that you have in Florida. 

Mr. Matruews. Thank you very much, Mr. Everett. 

Mr. Grorcr. Congressman Matthews, I am just sorry all the mem- 
bers of the committee were not here to hear you. 
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Incidentally, do you not. imagine if you get this hospital the lobby 
will not. be blocked as the Mayflower was today ? 3 

Mr. Matruews. I want.-to say to my distinguished colleague that I 
will promise him if he will come to Gainesville, there will never be any 
lobby locked or any door unopened. to him, 

Mr, Sayvor, Billy, it is always good to have you,in front of the 
committee, The only thing that worries me; 'These 602 cases that you 
have ‘talked about are not all service connected. 

Mr. Marruews. No, sir; they are not, and I think it is well to bri 
that out. However,.asa Member of Con I have always felt t 
the non-service-connected NP case should be in a category sort of by 
itself, .And_I think, Mr. Saylor, that we ought to keep this in mind: 
that probably along about in, 1970 we will have the maximum problems 
of NP cases from World War II. In other words, so many. of these 
cases will not even. show up insofar as the service-connected cases are 
concerned, I. donot. believe, at. their maximum until about 1970. 

Mrs. Kee. Mr. Fino. 

Mr. Frvo. I have no questions, I just. want to say this Congress- 
man: 1am sorry I came in late, and I did not have an opportunity to 
listen to your discussion here. this morning, but, I did catch, the pert 
where you said that some of these veterans are beg transferred from 
one city to another. Well; do not send them up to New York, because 
we have more than enough to take care of. , We do not have room, © 

Mr. Marruews. No; I know that... Thank you very much. 

Mrs. Ken. Members of this committee agree that: we have received 
some extremely helpful and most interesting information from the wit- 
nesses who have appeared before our subcommittee this week. We 
are now happy to have as our witness this morning the Chief, Medical. 
Director who is responsible for the Veterans’ Administration medical 
program, Dr. William S. Middleton, a gentleman who has rendered 
an outstanding service for the VA since aes first. appointed to this 
ome position in March 1955 by former Administrator Harvey 

Higley. Mi 

Dr. Middleton was educated at the University of Pennsylvania, and 
interned at the Philadelphia General Hospital.’ He taught, at 'the 
University of Wisconsin Medical School for a number of years, and at 
the time of his appointment as Chief Medical Director for the VA ‘had 
been dean of the school of medicme at that university for several years. 

It has been reported to me from sources which I consider to be most 
reliable that all individuals who have had experience with Dr. Middle- 
ton’s service will admit that he is an able and dynamic administrator, 
with great talents in the teaching field, and that it is really: inspiring 
to be with Dr. Middleton on. a round of visits to patients when he goes 
to any of the VA hospitals. |. 

Dr. Middleton. served with distinction in the Medical: Corps: in 
World War II, and served as a VA ‘consultant and as a member’ of 
the Special Medical Advisory Group prior to being appointed as Chief 
Medical Director. 

I am sure that I speak for the entire committee when I say that 
we were very happy when Administrator Whittier decided to reap- 
point Dr. Middleton, because this far-reaching medical system cer- 
tainly needs a man of: Dr. Middleton’s stature, character, ability, 
integrity, and pleasing personality to head it. 
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Dr. Middleton, we are very glad to have you with us this morning, 
and will be happy to have you comment on the testimony which we 
have heard here this week. Will you please proceed in any. manner 
which is convenient to you; 


STATEMENT OF DR. WILLIAM S. MIDDLETON; CHIEF MEDICAL 
- DIRECTOR, VETERANS’ ADMINISTRATION PROGRAM 


Dr. Mippteron. Madam Chairman and members of the committee, 
your gracious reception to me as well.as to other members of our 
staff is greatly I think in this climate of understanding 

ou cah have nothing but the most candid of discussion from the 
eterans’ Administration. 

May I indicate to this committee that the date sere ne, 1959, 
is a red-letter date in veterans’ medicine. On that date, Mr. Eisen- 
hower wrote to the Congress a letter that indicated a ceiling of 125,000 
beds, authorized beds, and that within that ceiling/the Administrator 
of Veterans’ Affairs was given complete fireedoni/ of decision as, to 
distribution. ‘This, acco ly; was'his Magna Carta, in that he was 
given latitude in a functional as well as a geographic relation as -to 
the distribution of beds for the accommodation of patients. ti 

I believe that these charts will give you some clear idea of the 
impaet of this particular provision: to 

the first place, the President’s statement of policy of 125,000. beds: 
is interpreted by the Congress each year in establishment, of our 
mission. This permits of the conversion of beds, and-I shall take the 
opportunity to go info some of the details with regard to the partial 
conquest of tuberculosis in a moment. But as you will see; projected 
from the experience of 1959, the ‘actual level of tubercular patients: 
was 10,051 all other patients 100,599. On: this: basis, our estimates 
of the ‘present’ fiscal year are projected! to.1963, with an increasing 
‘This’ in the aggregate can best be pictured inithis graph, that shows 
that in 1957 we treated somewhat m excess of 600,000 patients in our 
hospitals. This’ level has gone up to'1959, when wé are at the level 
of 620,000. ‘And this will increase ‘as improved staffing is 
permitted. 

I have indicated ‘that the Administrator of Veterans’ Affairs has 
been given latitude of'decision:as to ‘distribution of beds when once a 
disease was’ brought under partial control. As an éxample, we may 
take tuberculosis.' In) January 1954, there was slightly less than 
16,000 veterans in hospitals: suffering ‘from. tuberculosis. . Actually, 
15,960. You will observe-from these curves that this particular load 
has been a diminishing one through fis¢d] 1956, 1957, and 1958. The 
1959 actually brought us undér 10,000 patients in’ our hospitals; and. 
at. the present time there are 9,085. This, ladies and 'gentlemen, indi- 
cates that were the old ground rules: to apply, thé Veterans’, Adminis- 
tration would perforce have been denied the beds for veterans from 


the release of tuberculosis from the 15,960 level to under 9,000 some- 

timethis year. rf | 
Now, this circumstance of the changing policy by the Presidential 

mes means that there has been given seed 

flexibility tothe entire operation. — 


wider latitude and 
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As we bring it into the zone of the geographic distribution of beds, 
there is ized a wide difference in the utilization of our facilities ; 


and under these circumstances it has been possible to make further 
adjustments. But to continue in the area of tuberculosis, it has meant 
clearly that where these beds were needed elsewhere for other pur- 
poses, they might be so used. We have, as an example, the situation 
at Sunmount, where there was a requirement for general medical and 
surgical patients and a diminishing requirement for the tuberculous 
patients. In Waukesha, Wis., a load that we saw diminish from 310 
to 150 to 53, and eventually that load was absorbed in. the Madison 
Veterans’ Administration Hospital and at Wood and Hines. So that 
the facilities existent in the area made it possible for the absorption 
of these beds that had been lost to the veterans were the mission not 
changed. The redesignation of the hospital we shall go into in 
another oe but it has a distinct impact here: that there have 
been eight hospitals (Sunmount, Batavia, Madison, Kerrville, Fort 
Bayard, Tucson, Whipple, and Walla Walla) redesignated as gen- 
ener medical and surgical hospitals which were originally intended 
for the care of the tuberculous patients. This could not have been 
possible under the old ground rules. 

Turning to the geographic distribution, there is one notable example. 
On the 1st of July, 1959, the 162-bed hospital at Minot, N. Dak., was 
turned over to the Air Force with an allotment of 50 beds for the 
accommodation of the veteran patients of that area. By that token, 
it was possible, with the concurrence of the Bureau of the Budget, to 
increase the planned 500 beds for replacement of Mount. Alto Veterans’ 
Administration Hospital in Washington to a 710-bed hospital. Now, 
this, ladies and gentlemen, is a brief for the impact of this particular 
distribution upon our operation. I feel that it is extremely important 
that we bear this in mind. For the first time the Administrator of 
Veterans Affairs has control of the destiny of veteran medicine. 

The adequacy of our facilities has been brought under some question ; 
and of course actually, imperative to the discharge of our mission, 
whatever it may be, in whatever area, we must have the personnel to 
man our hospitals. And this is a very serious problem. Two years 
ago, you will recall that this committee, under the leadership of the 
late Representative, Dr. Long, was responsible for the amendment 
of the salary structure of the doctors, dentists, and nurses in the 
Department of Medicine and Surgery of the Veterans’ Administra- 
tion. I should like to indicate not only my deep personal gratitude 
but my official recognition of the position of this committee that has 
made tenable the continuance of a high class medical care within the 
Veterans’ Administration. These are some of the figures of the pres- 
ent situation, and I think that they will give you a clear idea of the 
continuing problem as we face it. It is a subject of study. It isa 
subject of considerable concern to all of us. 

_ You will see that as the physicians in general have shown a loss 
in total number over the fiscal year 1959; that we for some reason have 


had gain over losses in the first two quarters of fiscal 1960. At the 

resent time, we are 327 physicians below our allotted quota. That 
1s out of a total of 4,665, a percentage of about 7. Now, this is not 
precarious, but it is an extremely important circumstance to bear in 
mind, because the physician deficiencies are in areas of greatest im- 
portance. 
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Mr. Haney. Dr. Middleton, how many lay managers have you in 
charge of VA hospitals ? 

Dr. Mippteton. Forty-five, sir. 

Mr. Harry. What is your feeling, Dr. Middleton, about the possi- 
bility—after all, the administration of a hospital is more or less of 
a business administration. What would be your views on appointing 
business managers or lay managers, whatever you want to call them, 
rather than medical doctors? “Would that give you, for instance, an 
additional 45 physicians, if that could be done? 

Dr. Mippteton. I would amend that in the opposite direction. In 
other words, we have only 45 law managers; al the rest are physicans. 

Now, I would like to add, too, Mr. Haley, that if you will say “busi- 
ness with a heart,” then you may have a businessman heading the opera- 
tion of a modern hospital. But by the same token, in our system, we 
must have an extremely strong director of professional services to 
give him the appropriate liaison between his professional staff and 
management. I may add, though, from the standpoint of actual prac- 
tical operation, when these nominations come to my desk, the best man, 
whether he be a nonmedical man or a physician, has preference. 

To bear that out, I might indicate that our three largest hospitals 
in the system, Wood in isconsin, Hines in Chicago, and Los Angeles, 
are aa laymen. Two of these nominations were made by me, sir. 

Mr. Hatey. I thoroughly agree with your statement as to business 
managers with a heart. Of course, a good many of the private hos- 
pitals, State hospitals, are administered by business aay By you 
might say, and what I was erne: te see was whether by that kind 

f operation you would 


of rule o able to pick up about 45 more 
r. Mippteton. In general, sir, if all things were equal, the physi- 


cian has distinct advantage; and as you will recall, it is rather a fixed 
rule with the American Psychiartic Association that the managers 
of the psychiatric hospitals be physicians, psychiatrists. 

Mr. Harter. Thank you, sir. 

Mr. Everett. While we are on that subject, House bill 9792 will in 
effect provide that the managers of hospitals shall receive $500 more 
than any person in the hospital who is under his supervision. 

What is your opinion on that bill? 

Dr. Mippteron. It is a piecemeal approach to the general problem. 
We would like to take the whole cloth and try to work it out from there. 
But at any rate, from the interpal standpoint from which you have 
asked, I feel there should be a salary higher for the manager than for 
other members of his staff, whether he be a layman or a physician. 

Mr. Evererr. Let me ask you this question: Do you find any resent- 
ment of the M.D.’s working under a lay manager? Where they have 
a doctor that is manager of a hospital rather than a lay manager ? 

Dr. Mippteton. It is a very highly personal matter, and I know lay 
managers who get por much better with their staff than certain 
physicians. But by and large, I think the acceptance of the lay man- 
ager in the Veterans’ Administration is general. 

Mr. Hater. The steady decline of TB patients in hospitals, Dr. 
Middleton—what does that indicate? Does that indicate that there is 
less TB in the Nation today? Are we gradually conquering this dis- 
ease? Or is it partially caused by the various States building TB hos- 
pitals? Of course, I am referring only to my own State, where, as 


Je 
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you know, we have a TB program down there; State supported, for 
—_ fine TB hospitals. 

f course, getting back to our own situation, we try, where we have 
a TB patient in Florida; and rather put him into a State operated 
hospital, even if he is a veteran, because we feel that that will alleviate 
this situation and make a bed available for someone else. What would 
be your comment on that ? 

r. Mippreron. Madam Chairman, this is a very important prac- 
tical question as well as one with certain scientific implications. The. 
actual incidence of tuberculosis has decreased slightly. are recog- 
nizing it at’an ‘earlier stage. We are controlling it better. We are 

iving full attention to medical management under the antitubercu- 
osis drugs like streptomycin and isoniazid, and surgery is available. 
The impact of all of these efforts has been to lessen the duration of 
hospitalization. 

At one period we had hospitalization length of 315 days. That has 
been cut down at another reading ‘to 235 days, and in many instances 
you will find the hospitals'state it is even lower than that. So when a 

rson becomes ‘sputum-negative, you no longer find tubercule bacilli 
in his sputum, and he is commonly given liberties and outpatient 
treatment or home management for he is no longer a menace to his 
family or community. that by these several tokens, the require-. 
ment of hospital beds—and Florida will have the same experience as 
all other States. We have closed'sanatoriunis in Wisconsin. Wehave 
devoted them to long-term patient ‘care. And accordingly, this ‘be- 
comes a rather complicated ‘picture by ‘the substitution of other ‘mis- 
sions in State ‘hospitals for the original mission, the ¢are’ of tubercu- 
jous patients. 

Now, in our Own system, as you will havé judged, the catback of the 
degree that I have given has afforded a further latitude and utilization 
for the care of genera] medical and surgical patients ‘rather thati 

If I may go this next step, then, Madam Chairman, it is to the expe- 
rience of nurses. And here we have a rather more hearténing picture. 
With the amendment of the salary structtire a few years ago, there has 
been a gain that is reflected in 1959, the blue above the' red, and again 
in the first two quarters of this year. So’ that ovt'of somewhat better 
than 14,420 nurses in our full complement, we have a 334 ‘deficiency, 
which figures out to a two ‘and three-tenths percent poem This 
is not a serious matter, and we feel that' the salary situation ts not ‘as 
critical as in the area of physicians. | , 

Mr. Fino, With reference to these nursés, these are all RN’s? 

Dr. Mippteton. These are all graduate nurses, yes, sir. | 

Mr. Frvo. And how do their salaries compare with the salaries 
paid in private hospitals ? 

Dr. Mippteron. It depends on the community, Mr.’Fino. In gen- 
eral, it is somewhat better, but not. radically different. In certain 
communities, it is slightly less, but it is a competitive level at the pres- 
ent time, 

- Mr. Frxo. Thank you. 

Dr. Mippteton. Then if T may go to the questions submitted, I 
have obviously covered the first two and ‘the fund allocation and 
costs. 


| 
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The turnover rate is a very important element: im the total evalua- 
tion of the needs of\a station. There are, members of the committee 
and: Madam Chairman, some 16 variables, and the ADPL is one of 

these, the average daily patient load... But very importantly the turn- 

over must come into this total picture. . L am interested in the turn- 
over as an element not because it is the:sole one, but. becamse it) does 
reflect what we are domg within the station for the better utilization 
of our beds. ; And this, which goes back to 1956,:is.a most important 
chart. The downsweep of the curve is not advantageous. » It is when 
it is climbing that we have greater utilization of the bedispace. » You 
will observe that in the overall picture we are gaining. tubercu- 
losis, we are gaining. In weare gaining. And this, 
to all of us,is the most hopeful.of all of the curves, although it 
numerically is: the least. e have come from 5.8 in the month of 
turnover up to 6.4. That is a straw in the wind. ‘We are really 
making headway in the care of our psychiatric patients, 

But the overall picture is only one, as I say, then, of) 16 elements 
that enter into the actual evaluation of the need ofa station for sus- 
taining funds. The age of the station, the mission Of the station, the 
many different: p conducted, the. educational program, the 
research program, ‘all of these things must enter into the valuation. 
So there is not a single factor that you can. assign as: the most im- 
portant among these. soed 

The cost of treatment of -specifie: disabilities is rather difficult to 
assess. If Imay take as an example the one that you have used in 
this very perceptive question, it is that of appendicitis... I:cah see in 


my mind’s eye a famous himself down to: 3 minutes 
from the time of laying on of the knife tothe tymg-of the last suture 
in the skin. I can see another situation where there:is:a complicated 
picture, an appendicial abscess and the compendium of knowledge 
that must go into the anatomy of the peritoneal cavity, and the sur- 
geon taking 2 to 7 hours for the operation in the interest of the 


protection of life. So that to attempt to scale this out on a mathe- 
matical basis would be indeed most dangerous. 

The cost of medical care in VA hospitals is higher than in private 
hospitals and it is also somewhat higher than in the State institutions 
with like mission for many reasons. But again, as answered by all 
of my associates previously, this is a very difficult matter to evaluate, 
because there are such differences in the primary missions of these 
several institutions. And accordingly, all of the evaluations that have 
been made have fallen of their own weight, because they did not take 
into account the variable in this total picture. 

; Mr. George. Recently we have heard a lot about the high cost of 
rugs. 

Dr. Mippteton. The cost of drugs has increased materially, but 
it is largely by the introduction of new drugs. Now, the physician is 
a strange creature, if you will permit, Mr. Congressmen, and he does 
like to have the newest and the best, even if it is just a different brand 
of aspirin he may be using. 

This is a matter of control in our own midst, and of course we have 
a Department of Pharmacy that is responsible for that function. We 
have brought down Mr. John Gooch, as the Assistant Director of that 
Department. If there are specific questions, he will answer them. 
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You must remember that we are now in an era where the so-called 
miracle drugs have come into the picture, all of the antibiotics have 
been exploited, and it is rather beside the issue to discuss the 
when we have the individual increments that make up the total. We 
are in the drug business to about the depth of $24 million a year in 
the Veterans’ Administration. 

Mrs. Ker. Doctor, may I ask a question right here? 

Would the wider use of transquilizer ate on neuropsychiatric 
cases contribute to the increased cost of drugs ? 

Dr. Mippieron. It has been a very important sgn factor, 
Mrs. Kee. This has been a very natural trend. Over half of our 

atients in the hospitals for mental illness are receiving tranquilizing 
rugs. I shall have occasion to come into this in a further relation 
later on, but it is a distinct element in the increased cost of drugs. 

Mrs. . But is that on the other hand cutting down some of the 
other cost, due to the fact that you are able to rehabilitate a lot of 
these people 

Dr. Mippietron. Oh, indeed, it is a major contributor to the earlier 
rehabilitation. You are quite right. 

Counsrx. Could something be inserted in the record showing the 
experience of the Chief Pharmacist as to cost of drugs in recent years? 

Dr. Mippieron. Yes, I think that would nelbavabe the better way, 


in the economy of time, because those figures are available to the com- 
mittee and would be highly illuminating. 
Mr. Groree. You did say there is $24 million a year spent for drugs? 
Dr. Mippteron. That is right, sir. 
Mrs. Kez. You will furnis oe es for the record ? 


Dr. Mippteton. We shall, ind 
(The information referred to is as follows :) 
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VA drug expenditures 
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Veterans Administration drug prices as of Feb, 19, 1960 


PSYCHOTHERAPEUTIO AGENTS 


Equanil ; Miltown (Meprobamate) tablets, 400 milligrams, bottle of 500_ “19. 845 
Compazine (Prochlorperazine) tablets, 25 milligrams, bottle of 500... 33.55 
me ng Serpasil; etc. (Reserpine) tablets, 0.25 milligrams, bottle of 

1.10 
Thorazine (Chlorpromazine) tablets, 100 wulliigramn,. bottle of | 31. 89 


ANTIBIOTIOS 
(Chloramphenicol) kapseals, 250 milligrams, bottle of 


(Erythromycin) tablets, 250 milligrams, bottle ‘of 18. 08 

Penicillin G Procaine suspension, sterile, injection, 300,000 units per 
milliliter, vial, 10 milliliter 0. 189 

Tetracyn (‘Tetracycline Hydrochloride) capsules, 250 milligrams, bottle 


of 100 


TUBERCULOSTATICS 


Isoniazid tablets, 100 milligrams, bottle of 1,000. 
Sodium Aminosalicylate, powder, 244 kilograms 
Streptomycin Sulfate, injection, 5 grams, vial, 12.5 


VITAMINS 


Therapeutic formula vitamin capsules, bottle of 1,000. 
Vitamin Bs» (Cyanocobalamin) injection, 1,000 millicentigrams per - 
milliliter, vial, 10 milliliter 1. 02 


CORTICOSTEROIDS 


Aristocort; Kenacort (Triamcinolone) tablets, 4 milligrams, bottle of 
1,000___ 1 

Decadron; Deronil; etc. (Dexamethasone) tablets, 0.75 milligrams, 
bottle of 1,000 : 

Prednisone tablets, 5 milligrams, bottle of 1,000. 


HYPOGLYCEMIO AGENTS 


Diabenese (Chlorpropamide) tablets, 250 milligrams, bottle ef 60..=-<.- 4. 
Insulin, 80 units per milliliter, vial, 10 milliliter > 
Orinase (Tolbutamide) tablets, 500 milligrams, bottle of 50.....-.-_.__ 


DIURETICS 


Diamox (Acetazolamide) tablets, 250 milligrams, bottle of 1,000__-___-_ 
Diuril (Chlorothiazide) tablets, 500 milligrams, bottle of 1,000__.-_._ 
Bsidrix; Hydrodiuril (Hydrochlorothiazide) 50 milligrams, 

bottle of 1,000 44. 68 


HYPOTENSIVE AGENTS 
Apresoline (Hydralazine) Hydrochloride tablets, 25 milligrams, bottle 


of 1,000 
Singoserp (Syrosingopine) tablets, 1 milligram, bottle of 1,000______-~- 
SULFONAMIDES 
Kynex, Midicel (Sulfamethoxypyridazine) tablets, 500 milligrams, 

bottle of 1,000. ~ 42.90 

Dr. Mippteron. The question relative to the 10-year cost is not 
answerable from any sources that we have. 

The employee ratio per patient is a matter of great importance. 
You will have gathered from Dr. Carroll that in civilian hospitals a 
ratio of three employees to one patient is commonly used. In our 
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planning, we have set. upa 2 to 1, ratio for the GM and S hospitals, a 
114 to 1 for the tuberculosis hospitals, and a 1 to 1 for the neuro- 
psychiatric hospitals. 

This is a modest. objective, but we are still considerably below that; 
and for the record, I would like to indicate that for the general 
medicine and surgery we are at a level of 1.33, just short of 1.34, for 
the tuberculosis, 1.25, and, for the neuropsychiatric 0.725. 

Now, the neuropsychiatric figure requires explanation to any group, 
and I am sure this committee will be interested. It is a fact that we 
are in a very excellent position, comparing our lot to that of many 
State institutions and certain Federal institutions. The fact remains 
that I envision a period when we shall have in certain elements of 
all our NP hospitals a ratio of a least two personnel to one patient, 
because of the circumstance that Madam Chairman has made so clear, 
that the accessibility of these patients under the tranquilizing drugs 
has meant that we must bring all of these skills available to us into 
play, so that we may have, as Dr. Timm related, the end of the earlier 
rehabilitation and resocialization of these patients. 

There is ample evidence that. this staffing will in the long run be. a 
true economy, because of the shortening of the period of hospitaliza- 
tion ; ‘or individual patient care than for single episode, a much lower 
cost than if you were to goon the conventional plan and have an in- 
terminable period of benjttaliontqon for such patients. 

Mrs. Kez. Mr. Saylor? 

Mr. Savor. Dr. Middleton, it is desirable that. you can arrive at 
this 2 to 1 ratio, and maybe a.1 to 1 ratio, as far as your mental hos- 
pitals are concerned; but what is the possibility of you being able to 
secure competent personnel? The reason I ask that question is that. I 
want to know whether or not. there might be something that ‘this 
committee could do toward locking to supplying that gap, which I 
know is’one of your real shortcomings in the medical profession at 
the present time. “1 

Dr. Mippirton. The committee will recall that 2 years on the 
recommendation of the Subeommittee'on Ayspropriations of the House 

We weregiven $5 million to improve the staffing of the NP hospitals. 
We listed our targets for every category of skills that we: were at- 
tein tines to recruit. Obviously, there were areas’ where we did not 
reach our target—the areas of the psychiatrist, the vocational coun- 
selor, the social worker, and the physiotherapist were four areas where 
we fell short. Of course, the most critical among these was in 
psychiatry, and that is obviously, for the country at large, an area of 
great scarcity of skills. And the definite total picture was most 
illuminating. 

I would not ree to‘attributé this improvement that you see here 
in the turnover of the NP patients just to that one increment of $5 
million, but T can-assure this committee that it was a very definite 
contributor to the total gain. Where we could not get a nurse at an 

‘early period, we had an overage beyond our target for nurses, even- 
tually, and where we could not get psychiatrists we would take a 
oe ee and give him inplant training, if you please, not with the 

dea of making a psychiatrist out of him but to orient him to psy- 
chiatry. Or if we got four or five nursing aids and then were able 

to enlist a physician, we would dismiss two or three of those nursing 
51434—60——10 
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aids so that we could pick up the physician. So that the total impact 
of this single rip appropriation was most appreciable throughout 
the system. It can be aes, and we can recruit. 

Mr. Sartor. Do you feel that if the Veterans’ Administration, par- 
ticularly your medical department, were given another impetus, such 
as this committee gave to you a few years ago, it might further enable 
you to take care of this growing need among the veterans? 

Dr. Mippteton. It would be a continuing effort, Mr. Saylor. It 
cannot be just a single crash program. It has to be a sustained effort, 
and an objective is set whether it is 5 years hence or 1 year hence— 
that is entirely in the hands of the Congress. 

Mr. Evererr. How much more money would it cost—you have 
heard some of your associates in the last 2 or 3 days say if they had 
more money, as has been stated, we could turn these NP patients out 
and completely rehabilitate them. How much more money will it 
— start this program in, say fiscal 1961, if we could get the money 

or it 

Dr. Mippieron. We have in the appropriation bill at the present 
time, Mr. Everett, an increment of $19 million, a portion of which is 

ing for improving of staffing, so that the Administration, the 

ureau of the Budget, and the Congress is cognizant of this direction 
of movement. We have not let any grass grow under our feet. 

Mr. Evererr. In other words, you could not use any more money 
if the Congress should give it to you in this field? 

Dr. Mippteron. We are convinced that the sums that are given us 
in this appropriation bill that will come up for hearing next week 
are definitely in the proper direction. ; 

Eyerprr. Any more’money that the Congress.could give you 
would be wasted, would it not? — 

Dr. Muippteron. Well, sir, that is a difficult question. We waste no 
money in the Veterans’ Administration. 

Mr. Everett. I know; but what I mean is, in other w if this 
Congress should give you $5, 10, or $15 million more for the NP cases, 
for enlarging the staits of the NP hospitals and so that there could 
be rehabilitation, could you use it wisely? 

Dr. Mippteton. We could use the money wisely in that specific area, 
yes, sir; but.not to the extent of $15 million. 

Mr. Evererr. What would you say you could use wisely ? 

Dr. Mippieton. I think another increment of $5 million would be 
very bneeficial in the total picture. 

Mr. Evererr. Thank you, sir. 

Dr. Mippteron. The consultant and attending fees raise a very in- 
teresting question in respect to the fact that these matters are largely 
those of individual reaction. 

We know, for example, that we cannot buy the consultant and 
attending functions that we budget for or that we allot in $25 fee 
to the attending and $50 fee to the consultant. Repognizing that, 
we appreciate that the dignity of that appointment, the responsi- 
bility of the appointment, and the very definite contribution that 
the individual feels that he is making to the total program probably 
are going to outweigh any monetary returns that you can make to 
him. However, we do feel that. the fees that have been the same 
since 1946 do not represent a realistic picture so far as attending and 
consulting fees are concerned. 
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Insofar as the waiting list is concerned: The waiting list is mean- 
ingful, but it should be understood by all that there are many factors 
that enter into it. It represents in the first place the acceptance of 
eligibility by the station. The ability to schedule the individual for 
admission has been used by some stations as an index of the removal 
from a waiting list. Other stations continue to mount up their wait- 
ing lists, but always there is in a given area a movement of the area 
medical director to keep fluid that waiting list, so that if there are 
vacancies in another station, where the load may be lighter, there may 
be a picking up of that from the station that is overloaded. The 
overloaded station, then, is relieved by the removal of some of his 
10—-P-10’s to the station that is traveling lighter. We would certainly 
not change the present procedure. 

H.R. 7965 is a very interesting proposal for legislation. We would 
like to see it with some restrictions. In the first. place, if it is passed 
as presently constituted, it would be an open-ended invitation to 
widespread participation of the non-service-connected veteran in out- 
patient care, and we could not gain | staff to the extent that his 
open-ended act would permit. We would like to see, in other words, 
the reading that non-service-connected veterans who have been sched- 
uled for ission will have a prehospital workup; taking out the 
term “outpatient care,” in the thought of conserving the days he 
would be in the hospital. If I were to have a herniorrhaphy, ‘»r re- 

air of hernia, done, I could have all the laboratory work done before 

came into the hospital. I would be ready for the day I 
arrived, whereas it would be 2 or 3 days before they could have this 
ae completed, having admitted me without this preadmission 
workup. 

At the other end of the production line, we have a definite adminis- 
trative control in the CBOC ch under which a man may have 
the care in the station of his initial episode of illness through the period 
of that illness. That releases beds. Weare interested under this ceil- 
ing of 125,000 beds in devising methods that will better utilize those 

and reduce the period of hospital ey. 

The next three questions logically fall together. The neuropsy- 
chiatric hospital turnover is on the make. It is definitely improving. 
It is obvious that in the routine care of the patient with mental illness, 
the greatest advance that has been made in our day—and I go back 
a considerable distance—is the acceptance of the mental disorder as 
illness. Accordingly, from the day that patient comes into the care 
of the Veterans’ Administration hospital, we attempt to keep the fam- 
ily, the friends, and the community, in. touch with the thought that 
then the resocialization is the better move. In the regular control of 
this flow, we have the patient employment, the trial visit, the night- 
in day-out, day-in night-out schedules, the foster home, and the latest 

trial run of the day care center. So that we are attempting by every 
device available, from the time the patient’ comes in, to project his 
future when he will be resocialized and reaccepted as a member of 
society. He should never be divorced from that objective. 

Mrs. Ker. Dr. Middleton, is your day care program carried on away 
‘from thehospital? 

Dr. Mippteron. It is carried on in outpatient clinics. It started 
in San Diego, and there is a definite effort to extend it. A man goes 
out on trial visit or has gone to his home, and there is some question 
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in the minds-of the staff as to his immediate rehabilitaion. He then 
eomes into'such an atmosphere at the day care center that there will be 
‘a continuity of contact with the social worker, the clinical psychologist, 
the psychiatrist. Here he will be given certain oceupations or certain 
hobbies, and certain interests will keep him definitely in‘ an inter- 
mediate zone between hospital and home. ae it isa continuity of 

‘the effort to resocialize him. 
It is an extremely interesting device, and we have three now: operat- 

and two underwa. in Washington, if you are interested. 

. Ker. I certainly am 

Dr. Mippueron. As to the construction, the first I shall not answer. 
It has to do with the area only, 

We, of course, favor the multistory hospital, as a matter of: economy 
in operation, for tle GM and’S hospital, the two-story buildings’ for 
the neuropsychiatric hospital. 

The next two questions donot apply. They relatetothearea. 

‘The priority of the modernization and renovation has been reflected 
in another term, that of maintenance, here. And’ I believe that there 
‘3s a slight difference in the understanding of folks not connected with 
hospitals‘and what we would give to that tern “maintenance.” “Main- 
tenance is the responsibility! of the individual station ; and when the 
manager puts in his request for the next year or 2-year requitements, 

he inchudes in that the maintenance requirements for his station. And 
he will decidé for himself, with the advice of his eriginee®;: as to which 
‘should have priority. 

Mr. Ranvatv. ‘Sometime last year; Doctor, earlier in the year, there 
was a hearing ‘before this subcommittee with respect ‘to: ‘what’ was 
called deferred maintenance. And after these hearings, the chairman 
of committee was importuned to'try to get'an' inerease in 
1960 budget.” 

I was calléd over on the floor, ‘and’ we had ‘a ‘little tubble with die 
of 'the Subcommittees on Approprittionts and were successful i in get- 

that raised.” 

ow, with respect to the1961 budget : ‘What I am’ toying to ask you 
is, “Where do we stand this’ deferred maintenance at this time?” 
In other words, will this deferréd maintenance be’ brought up to date 
by le end of fiscal 1961; 'that is, June 30, 1962" "Where do we stand 
on' that? 

Dr. Mippteron. A very fair question. There 4 is the same sum ‘that 
is included in the present’ budget. It is our prediction ‘that by 1963, 
if we are so supported, it will be liquidated. We do not: like the term 
“deferred” any longer, I understand. 

Mr. Overdue? 

Dr. Mippteton. Overdue, let us 

Mr. Saywor. Doctor, under date ‘ot February 5, Mr. Whittier sent 
to the chairman of the full committee some information concerning 
construction of hospitalization and domiciliary facilities. 

I notice that on page 3 it calls for an appropriation of $75 million 
as you request. 

Dr. Mippieron. Yes, sir 

Mr. Sayzor. Does that include the item which Mr. Randall asked, 
or is that item in addition? 
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Dr. Mippteron. No, sir, that includes it. And if I may, Madam 
Chairman, go to that detail now—because I have a document to sub- 
mit to the committee—— 

Counset. Dr. Middleton, if I may interrupt, I think the item Mr. 
Saylor is speaking of is deferred maintenance and maintenance in 
the inpatient care funds. 

Dr. Mippteron. Inpatient care? Iam sorry. I thought you were 
speaking about construction. I stand corrected. 

The inpatient care included the $8 million. That is right. And 
this that we are referring to now is this modernization and replace- 
ment that was requested by Mr. Patterson. 

Fine. Thank you. 

Mr. Sayror. In other words, so that the record will be straight, Dr. 
Middleton, that will be $8 million in addition to this $75 million ? 

Dr. Mipptetron. That is included in inpatient care. That is right. 

Mr. Evererr. Doctor, all the money that we appropriated last 
year in addition on the floor by amendment—did the Saget Bureau 
fund all that money to you to use on the maintenance as the Con- 
gress intended it to be? 

Dr. Mippieron. Every cent of that $8 million would be used, sir, 
and is committed now to the field. 

Mr. Grorce. You are familiar with the President’s budget message 
about the $75 million. Will you tell us which hospitals? 

Dr. Mippteron. They are listed here, sir, and it will be a matter 
of record for the committee. I can read them or submit it to the 
committee. 

Mr. Everert. Is this the same as we got before? 

Dr. Mippteron. No; this is additional information. 

_ Grorce. Would you like for him to read them, Madam Chair- 
man 

Mr. Evererr. Let us just insert it in the record. 

Mr. Saytor. I ask unanimous consent that this list Dr. Middleton 
has just submitted be printed in the record at this point. - 

rs. Ker. Without objection, it is so ordered. 
(The information referred to is as follows:) 
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Dr. Mippteron. The size of hospital has come to general agreement 
among us in the central office.on the advice of members of our staff 
in the field and experts in hospital construction. We fee that the 500- 
bed G.M. & S. hospital is the idea. Above 750 beds becoming cumber- 
some: and impersonal, we would not recommend for the future, with 
very small limitations. ‘The NP hospital is coming into smaller scope, 
again with the idea of the closer contact with the patient and the better 
staffing ; 350 beds is the low level, and to 1,000 beds. Personally, I do 
not subscribe to the 1,000-bed NP hospital. I think that would prove 
an anachronism in a few years. We will come tosmaller and smaller 
NP hospitals. 

Mr. Evererr. Doctor, do you find that the NP hospitals are better 
located not in the confines of a city or out in the rural a or close 
to a medical school? I know your G.M. & S. you want close to a 
State medical school, if possible, or some medical school. But what 
isthe NP? 

Dr. Mippteron. In general, I feel that you have to make a compro- 
mise here in the interest of staffing. Your staffing becomes increas- 
ingly difficult as you get into rural districts. We will consider Mur- 
freesboro as an example. And the staffing at Lexington is much 
simpler, and it will be affiliated with the University of Kentucky. So 
that you have a crossed purpose here, perhaps, that you would like to 
afford the patient wider liberties that might be afforded in the rural 
areas, but from the standpoint of his immediate medical care as a 
psychiatric patient, for alice you have to compromise and get closer 
to medica] centers. 

Mr. Gzorce. In that connection, Madam Chairman, I am wondering 
about the California hospital situation. Are you familiar with that 
as to Martinez ? 

Dr. Mippteton. Very familiar, sir. We have looked into that, and 
the distances are somewhat greater than we should prefer, but of 
necessity we moved to the Martinez site. 

The matter of the bidding of private contractors is one on which I 
am not qualified to speak. . 

Mrs. . Mr. Patterson ? 

Mr. Counsex. Dr. Middleton, on that point, could the record show 
that we requested that someone from construction comment on that? 

Dr. Mippteton. I think it might better come from Mr. Ashbridge. 

The 12-year program for renovation and modernization is a forward 
step. It represents a principle that has been accepted by administra- 
tion, and Bureau of the Budget has Presidential clearance, but of 
course no moneys are yet attached to it. It will depend for imple- 
mentation upon congressional action. But it represents $75 million 
for a 12-year period, $900 million in total. I should like to point cut 
to the committee that while this is forward looking in the replacement 
of pre-World War II ly many of them built for Army pur- 
poses, it envisions actually a lapse of 12 years when some of these 
structures of the post-World War II period will require attention 
by a subsequent Congress. 

Mr. Frno. Dr. Middleton, this will be the first year that you have 
been able to ask the Congress to implement the letter of the President 
on February 26, 1959? 

Dr. Mipp.teton. That is correct. Yes, indeed. 
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The consolidation and redesignation of hospitals: The consolida- 
tion of hospitals is in principle not desirable on a general basis. -You 
will all agree that a a is an autonomous organization, but that’ 
consolidation can be effected under certain conditions: Economy 
should be the last consideration. Where there i¢ more advantageous 
use of facilities, and where it is possible to consolidate certain of the 
administrative services it does work advantageously, We have had 
some experience in this area, but it will always be a matter of very 
careful review and judgment as to the efficacy of the operation from 
the standpoint of delivery of medical care, which is our first mission. 

The redesignation of hospitals, as I have indicated, has been made 
possible There are eight hospitals presently that were tuberculosis 

ospitals that had bee » made GM and S hospitals. These have been 
so designated as the mission has changed; gradually, the load chang- 
ing from a completely tuberculosis order to a general medical and 
surgical order. As a rule, when they get past 50 percent GM and 8, 
we have, the Administrator has, the privilege of redesignating. Sun- 
mount, Batavia, Madison, Whipple, Fort Bayard, Kerrville, Tucson, 
and Walla Walla. 

Mr. Evererr. What about the Kerrville hospital? 

Dr. Mippteron. GM and S. I was there 3 weeks ago, and it is 
GM and §, and they are proud of it. 

Mr. Everetr. T had a very nice visit in that hospital. 

Dr. Mippteton. The overcrowding of hospitals is largely deter- 
mined by modern standards of spacé, anid you will find that 'in all of 
our psychiatric hospitals there is ‘a device to extend the space and 
to reduce the beds. Now, under the old terms, when such was done, 
we lost those beds. But under the new rules, we can ‘place those ‘beds 
elsewhere, where they are needed. 

The average workload is, I assume, the percentage occupancy. ‘The 
percentage in our hospitals is an interesting’ criterion of 
the extent of utilization. In our tuberculosis hospitals it is 89 percent. 
In our GM and S hospitals, it is 92 percent, In our NP hospitals, it 
is 94 to 95 percent. Now, this, folks, is a serious limit, because ‘you are 
dealing with an area where you wish a certain latitude. The patients 
who are on trial visit may suddenly have their visit interru ; Where 
a foster home has worked out, and they must be brought back. So it 
is a rather precariously narrow limit. And insofar as the civilian hos- 
pitals, voluntary GM and S hospitals, are concerned, oceupaticies 
above 86 percent are supposed to be prohibitive. at f 

Mr. Harry. What you are saying, in laymen’s language, Doctor, 
or so that, I could understand it, is that we have reached a situation 
where the facilities of the hospitals are being used even beyond what 
should normally be their maximum capacity. In other words, you 
have no leeway to take care of situations that might arise. -Is'that 
substantially true? 

Dr. Mippieron. That is substantially true. Actually, I think we 
are, in better terms, using these facilities to the very best and tothe 
extreme of our ability. rive 

Mr. Haxey. And that is a dangerous situation? | | 

Dr. MwpteTon. I did not say quite “dangerous,” sir; but at least 
it is precarious. It takes a lot of planning to do it that well, sir. 

Mr. Hatey. I imagine so. 
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Dr. Mippteron. The average daily patient load is not determined 
by officials in the central office. The average daily patient load is first 
cited by the manager. It is subject to review by the area office and 
then comes to central office for final determination. So that it is a 
team effort and not.a dictatorial one. 

You will all be interested to know that the area med) -al offices will 
be made operational by the Administrator’s edict as soon as appro- 
priation funds for 1961 are available. At the present time, we have 
the St. Louis area in line, operational completely, and it is the plan 
of the Administrator to put all in line as soon as the appropriation for 
1961 is available. That is an extremely important decision, because it 
means that line operations come through the station of the field to the 
area office, where decisions are made. If they are not cleared there, 
they come to the Assistant Chief Medical Director for operations. So 
that it is a direct line operation without, bypassing the area. 

I have ariswered the next question, relative to the ceiling; and as 
you have cited from my presentation, it is the best thing that. has 

appened in the Department, of Medicine and Surgery in my time, 
and that is a long time. 

It should not be changed in principle. The degree of abuse of the 
addendum is infinitesimal. By every review that. has been made by 
the House Committee on Veterans’ Aftairs, by the General Acorunting 
Office, by the American Legion, by the Veterans’ Administration itself, 
three times, the possible abuses are less than five-tenths of 1 percent. 
The American veteran is not dishonest. 

The merging of regional office clinics with hospitals in my -judg- 
ment is a “must” if we are going to maintain the standard of service 
to the service-conne ted. veteran, who alone is entitled to this type of 
service. If I may make myself clear, I think that you will appreciate 
the fact that it is difficult to keep a high standard of staffing, a high 
standard of medical practice abroad, in stations that are removed from 
a hospital atmosphere. Accordingly, unless they are large and inde- 
pendently active units, we find that we are not able to maintain the 
staffing levels, the quantity, or the quality. of care we would wish for 
this particular element. 

oe Everett. Doctor, at this point: How much are you going to 
save 

Dr. Mmppteton. Saving is not a criterion, sir. 

Mr. Everett. It is not? 

Dr: Mippteron, I say not, sir. It is.extremely important. that all 
of us understand each other. It is the last. of all considerations, if 
any. And I am interested only in the quality of care that the veteran 

ts, and I assure you it will be better under these condition, where he 

ready access to all the consultants of the hospital and the facilities. 

Now, we have had 15 of these, Mr. Everett, and of those 15, nine 
have a definitely heavier load than they had before. So the veteran 
has accepted. Three that are in some. question, and three more on 
which we do not have returns; so of the 15 there arenine that from 
a merély quantitative standpoint are doing a larger job and I can 
assure you a better job. 

Mr, Everett. The veterans have to goa longer distance, do they not ? 

Dr: Mippieton. That all depends, sir. In most instances he will 
have better parking facilities. In certain instances he will have to go 
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longer distances. But may I make this clear: If there is ever a handi- 
cap to a constituent of yours by going to a distance, the home time 
care program enables him to have a physician of his own choice in his 
own cummunity, without any handicap of distance. 

Mr. Ranpati. Madam Chairman, I am interested in that point. 

I read your 178, here, and I received in the last 2 or 3 weeks many 
cards and letters. I am speaking of the Kansas City situation movin 
from Lynwood Boulevard way out southeast several miles, there. An 
they say that they are opposed and do not specify why. Then I read 
ave bulletin here, and I find that in Denver and Huntington and 

ittle Rock, all of them, it runs from 5 to 7 miles distance, and I know 
that would be 4 or 5 miles. What was the point you raised there? 
That if they so specify—— 

Dr. Mippieton. No; not if they so specify. If it constitutes a real 
hardship, or if the patient be not able to move. 

Mr. Ranpaty. They would have to so state, and then it would be the 
judgment of whoever would determine that. Who would determine 
that ¢ 

Dr. Mippteton. The chief medical director of the medical clinic. 

Mr. Evererr. Right there at the point? 

Dr. Mippteton. Yes. And there is no barrier there to the utiliza- 
tion of the home town care. 

Mr. Ranpatu. That is the expression I wanted. What did you 
call that ? 

Dr. Mippteton. The home town care. The choice of his own physi- 
cian who will look after him if he cannot come to the clinic. 

Ladies and gentlemen, this is really an extremely vital point in our 
total program. It cannot be allowed to dry on the vine, and it must 
be kept at a high level, and will be kept so by this consolidation. I 
can assure you that once they have gotten used to going out to the 
hospital where the clinic is being built, they will go by choice, because 
ey will have better service than they had in the crowded intown 
office. 

Mr. Ranpauu. I appreciate that. I am going to have to make an- 
swer to these many protests, and these 15, you say, now have a 
heavier load ? 

Dr. Mippieton. Nine out of fifteen have a heavier load than. they 
had before, which I think is rather a proof of acceptance. But the 
first reaction to change is resentment or resistance. I am most anxious 
to have you support this. 

The record will show that before this committee, or the House Com- 
mittee on Veterans’ Affairs, I have said that the hospital laundry 
is a function of the hospital, a function of the total patient care. 
The study has been made over the past year and a half of a trial of five 
hospitals. And for all clarity, it should be stated that we had been 
quite gratified in the performance of these trial laundries. 

The present picture is that the Department of Medicine and Sur- 
gery will maintain always the propriety of having hospital laundries 
where there is NP mission. If the laundry be taken away from such 
hospitals, you have lost one of the instruments in the care and reha- 
bilitation of these mentally ill patients. Where there are new hos- 
pitals being constructed, there will be careful review as to the avail- 
ability of competition in the laundry trade. If it exists, we will not 
build laundries. Where there are existent laundries in our hospitals, 
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they will continue to perform their function until obsolescent; and 
then, if there is competition, they will be dismantled. If there is no 
they will be rehabilitated. 

r. Gzorer. Did you say where there is competition you will have 
no laundry ? 

Dr. Mippteron. In the new construction. 

Mr. Suen Why is that, when you say it is a vital part of rehabili- 
tation 

Dr. Muppteron. I said rehabilitation of NP patients. For NP pa- 
tients, we will always have a laundry. But not in the other, GM and 
S hospitals. 

May I say at this point that we are eventually projecting our think- 
ing to tne issue that all hospitals eventually will be general hospitals. 

ey will have all missions. 

r. Grorce. I think there was some testimony here the other day 
that if the contract is entered into with a private laundry, the price 
a zoom up. Have you taken into consideration the difference in 
costs 

Dr. Mippteton. Yes, sir. At the present time there is not the dis- 
cre that we antici sir. 

. Dr, Middleton, I understood one of your area directors 
to say that he strongly favored keeping the laundries in the hospital, 
having the hospital do the laundry, because of the difficulty of con- 
trolling the staphylococcus infection, which is one of the greatest 
dangers in sending hospital laundry to the public laundries. 

Dr. Mippteton. That was Dr. Carroll’s statement. And that is his 
opinion. We have not had that experience to date, 

Mrs. — That is not the general opinion, then, of your adminis- 
tration 

Dr. Mippteron. No. It is a perfectly valid personal position of 
Dr. Carroll. Of course, it is one of the hazards that I would have 
cited, too, when I said I felt that it was a function of the hospital. 
But I have indicated the position of the Department of Medicine and 
Surgery at the present time for the future. 

r. Evererr. In these five laundries that you had a test run on, or a 
trial run: Have they worked out very successfully, mediocre—— 

Dr. Mippteton. Beyond anticipation, successful, sir. 

Mr. Evererr. How much more have they cost you, by turning it 
over to private enterprise, rather than doing it Vinmnitt 

Dr. Mippteton. We will have to submit those figures. They are 
available for the committee. 

~ Evererr. Will you submit those figures as part of your state- 
ment 

Dr. Mippteton. Yes, sir. 

Mr. Everett. Thank you, sir. 

Dr. Mippteron. The next question does not affect us. And the last 
question, as to the need or type of care, described as intermediate or 
nursing care for persons chronically ill—would you keep them sepa- 
rately located or as a part of a mental institution ? 

Ladies and gentlemen, this is an exceedingly important question. 
The position of the Department of Medicine and Surgery is that we 
are presently stretched as far as we can stretch, and give the quality 
of care that this committee and the American people expect the 
American veteran to receive. I have indicated some of the areas of 
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our difficulty in recruitment. I have made it clear that we are extend- 
ing every effort to amend this'sitnation, You have manifested an in- 
tense interest in this area. I believe to develop a program nursing 
homes, or cottage hospitals for convalescent patients,or whatever 
name you might apply, would mean that you would have a dilution of 
the medical effort that would redound to the discredit of the Veterans’ 
Administration, I can never. be a party to second-class ‘medicine, if 
you follow me. And under these conditions, I would say that presently 
we are attempting to meet this ever-increasing load -by readjustment 
of our missions within the domiciliaries and within our existing hos- 


pitals. There is no veteran who is getting second-class medical care 


at the present time. And we are hopeful that other agencies may avail 
themselves of Hill-Burton funds and provide appropriate nursing 


homes or convalescent cottages, since such sums ‘are available under 


congressional, action, and this gap may be filled, That it will bea 
real problem and an increasing one, I am the first to admit; but pres- 
ently we are doing our best to absorb it within our facilities: 

Mrs. Kee. Is that the completion of your statements, Dr. Middle- 
ton 
Dr. Mippteron. Yes. Thank you very much, 
Mrs. Ker, It-has certainly been very fine. Are there questions? 
Mr. Harry. Madam Chairman, if 1 may be recognized 
T want to say, Dr. Middleton, that you have made a very fine presen- 


tation, as your coworkers did in the last 2 or 3 days that we have 


been holding these hearings. I think that you and your organization, 
or your staff, should be commended for the work that you are doing. 
I think that you are doing a splendid job within the ‘tools that you 
have available. © 

You made, a statement early in your testimony about the broad 
authority of the Administrator of Veterans’ Affairs as to the usage 
of the present facilities that he has. Of course, Dr: Middleton, when 
it comes down to my particular case, of course, he is absolutely handi- 
capped. And I know that he is concerned about that,’ because he has 
made repeated trips down to Florida, and I think he is doing the best 
that he can. I think that he recognizes the inadequacy of the facilities 
that he has. 

Now, while this gets you right down to a given section of the coun- 
try, you are thoroughly familiar with our situation in Florida, and 
do you not think that we‘have down there avery ¢ritiedl situation? I 
am sincere about that, Doctor. 

Dr. Mippieton. Mr. Haley, one of the most critical in the country. 
And we are meeting it frontally. As you recall, there are 350 beds 
oe added at Bay Pines, 350 beds to be added to the 450 down at 

jami. 

Mr. Hager. Coral Gables. 

Dr. Mippteron. One hundred and fourteen to be ‘added at Lak 
City. Now, this adds up to'814 beds. Actually, of those 814 beds, 
600 will be NP heds. So we are thoroughly cognizant of your need. 

At the present time, it is very unrealistic to have patients going to 
Salisbury, to Augusta, to ‘Tuscaloosa, and to Tuskegee, for mental 


care. 

So that all that has been said by Mr. Matthews and you, Mr. Haley, 
regarding the critical situation in Florida is thoroughly appreciated, 
and means to amend it have been lent wings by the Administrator. 
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Mr. Haney, think. that the Administrator is doing the best he 
can; probably under the limitations that have been Wedd on_ him. 
But I do not think that the addition.of these beds is going to relieve 
the situation. They are, just. not adequate to meet the n in Flor- 
ida. . I realize and I am grateful forthe 814 beds, but I do not think 
that it is going to relieve our situation inFlorida to the extent where— 
I think. even, after you, have built, these 814 beds—I still think that 
you are going to have one of the most critical areas in the Nation. 

- Dry Mappirron..Mr. Haley, if I may voice my own: opinion, if we 
were, certain.of our grounds, we would certainly not. hold-on to the 
Gainesvillejsite: |So you,have some evidence of our uncertainty as to 
the meeting. of the. situation. But. this is the first step; and think 
it must be taken, because distances have been cited already, and from 
Miami to, Gainesville is. quite a step.,.Accordingly, I think after we 
have these 814 beds, the question of review of the situation regarding 
Gainesville.is,in order. And that is certainly in the picture. 

Mr. Hauer. For that, Doctor, I am grateful; and, as I say, I am 

ful to the present, Administrator of Veterans’ Affairs, because he 

as recognized, the. need, there, and I am:sure he is a little alarmed 

about, the situation, as,well as the. people of Florida, because you are 

well aware, of ‘the fact that percentagewise we have a greater number 
of veterans, probably, than any part of the Nation. | 

Dr. Mappteron. And increasing rapidly. 

Mr. Haney. Increasing rapidly, very, very rapidly. 

Mr. Guorce, Will the caiientn yield ? 

In, the testimony, throughout the last,3 days, I have been impressed 
by the fact.that a 350-bed hospital is more appropriate than a much 
larger one. So I am wondering why another addition at Gainesville 

-would not.be, more important than .adding. to hospitals already in 
existence. 

Dr. Mippizt0n. That, of course, has. been the subject of very careful 
geographical: study, and. these were the areas sted. with existing fa- 
cilities. . And I think that. the absorption at Bay Pines and at Miami 
would take off considerable of what has been diverted to the States 
of the North. 

Mr. Grorcr. You do not have more, beds in those institutions than 
think would be practicable? 

Dr. Mappteron.. I think not, presently. , They are needed. _ 

Mr. Haney. I might,say to my distinguished colleague: I do not 
care where you build them or how you build them. Just give them 
to me, 

Mr. Fino. Madam Chairman, I would like to thank Dr. Middleton 
for his capable and informative presentation here this morning. 

I listened, with ‘a, great, deal of interest to Mrs. Kee giving Pd 
biography, and I can visualize this,as part,of the TV program, ‘This 
Is Your Life.” I think VA should be very.proud. of, the fact; that 
‘they havea) man of, your caliber..directing. the; medical.division. I 

think you, are doing a.good job. | 

Mrs. Kev. And with that weall agree, Doctor. . 

Mr. Evererr. Doctor, the average age of the Spanish-American 
War veteran I think is around 82. That of the World War I vet- 

eran is around 65; the World War II veteran, approximately 41 years 
of age. In view of this, what is the VA doing about long-range 
planning, particularly in the types of hospital and medical care that 
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must be provided in connection with the recruitment of medical per- 
sonnel in the years to come? 

Dr. Mippteron. Mr. Everett, this, of course, is the subject of tre- 
mendous interest and concern to us, as you know. We have been 
given research funds for study in many areas, and among these areas 
are the problems of aging. 

A very serious study, beginning with fundamental changes of ag- 
ing, going through to sociological aspects of aging, is underway at 
the present time. But while we have these aging veterans with us, 
the clinical attention to their needs, of course, is our first require- 
ment. And Dr. Cohen, one of my associates, and Dr. Barre, on the 

licy and evaluation staff of the Administrator, are going to go to 
arcpl this May to have further studies of this particular area. 

They are doing many things in the Scandinavian countries and 
Great Britain, in the Lowlands, that we can take as models for our 
own effort. It is with that thought that these men are going to make 
that added study abroad. 

In our own yg tarager we have definite paiterns of approach 
that will utilize things that we learn from the psychiatric patient. 

May I make it clear to the committee that, at wt as I have lived 
in hospitals, the hospital is the most artificial atmosphere with which 
you can confront an individual. And accordingly, resocialization, 
getting him back into the family and community, should be our first 
objective. And accordingly, the devices that we have used, the trial 
visit, the half-way house, the night-out, day-in, the foster home; 
and eventually there will I am sure, a contribution out of this 
total effort in the Veterans’ Administration that will redound to the 
credit of the Nation. 

Mr. Everett. We are going to have to have more domiciliary care 
in hospitals, are we not ? 

Dr. Mippieron. More attention to that, and getting away from 
the barracks idea, Mr. Everett, in the domiciliary, I think is par- 
beeccar important. I cannot conceive of dignity of man bei 
served by being put in a dormatory when he is 70 or 80 years old. 
That is not quite the manner of living that he has been used to since 
his Army days. Barracks are out. 

Mr. Everett. Madam Chairman, I have several more, and I know 
so have other members of the committee. Could we have Dr. Mid- 
dleton back at 10 o’clock in the morning when we start these hear- 
have some to see at 12. 

rs. Ker. We have fine veterans’ organizations. Maybe we could 
have a meeting on Monday. 

Mr. Evererr. I think we could wind up in 30 minutes in the 
morning and see where we are with the veterans’ organizations. 

Would that be all right, Doctor, with you ? 

Dr. Mippteron. Yes. 

Mrs, Ker. We thank * very much, and we will look to you in 
the morning, Dr. Middleton, and without objection the charts to 
which you referred during your testimony will be inserted at this 


point. 
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Is the Assistant Deputy Administrator here, Mr. Lamphere? 
Mr. Patterson would like to ask you a question, Dr. Lamphere. 
Counset. Dr. Middleton indicated there was one question he would 
refer someone else answering, and that has to do with construction. 
he question was: Are you aware that some private contractors have 
indicated privately their unwillingness to bid on future VA hospital 
construction, because of future change orders and other conditions ? 
Do you have any suggestions for correction ? 


STATEMENT OF ROBERT J. LAMPHERE, ASSOCIATE DEPUTY 
ADMINISTRATOR, VETERANS’ ADMINISTRATION 


Dr. Lampuers. Yes, Mr. Patterson. 

Madam Chairman and members of the committee, we are aware 
that the other members of the staff of the committee have made quite 
a survey in this area, and that they did receive information that some 
of the contractors had some unwillingness to bid on future VA con- 
struction contracts. 

We also have made a survey of a number of the contractors, and 
they do not express quite the same thing to us, but at the same time 
we are aware that there are some difficulties in a complicated con- 
struction program, such as VA hospitals present. We are endeavor- 
ing in every way possible to sizoplity our procedures, 

personally had the opportunity of talking to the contractor at 
our new hospital at Downey that is under construction, and he has 
a very good feeling toward the Veterans’ Administration. He said, 
in talking to me, that there were difficulties in adhering to the various 
specifications that we, as a Government agency, have, in complying 
with the requirements of our resident engineers and supervising con- 
struction, but that he personally was favorably impressed with the 
care which we gave in supervising this construction, and that he would 
be more than happy to bid on future VA jobs. 

I do believe this is an area where we must constantly study and 
work toward making changes which will assist the contractors in 
doing a good job of construction. At the same time, we must always 
be vigilant in assuring ourselves that the Government is getting a fine 
hospital and that the construction does meet our rather rigorous and 
strict requirements, in order to assure that the hospitals that we are 
building for the care of the veterans of American are up to the stand- 
ards that we want them to be. 

Mrs. Kee. Thank you very much. 

Any questions ? 

Mr. Hater. What the gentleman is saying, I think, in his many 
words, is that probably some of these contractors take these contracts, 
and when you say, “Well, you have to come up to the specifications 
of this hospital, materials, and so forth,” he finds he does not have 
the profit that he thought he might have. 

That is about what you meant to say, is it not ? 
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Dr. Lampuere. Yes,sir, Mr. Haley. 

Mrs. Kee. Any further questions ? 

Mr. Randall ? 

Mr. Ranpvaut. Well, I certainly wanted to say that I thought the 
question by the staff member was as to repeated change orders, which 
of course the contractor could not be held responsible for, which is a 
different thing from the specifications. 

CouNSEL. Dhenes orders was one of the points. 

Mr. Ranpauu. Perhaps a lack of planning or a change of mind 
along theline. Was that not it? 

Counset, That was involved also. 

Dr, Lampuere. On the change orders, Mr. Randall, we have armed 
our engineers who are actually out on the job with additional author- 
ity to approve these change orders on the spot where possible. At the 
same time, on some complicated situations we still require that they 
come into our central office, where our design specialists and other 
construction specialists can review them. But we are doing everything 
possible to simplify this procedure in order to help the contractor and 
at the same time protect the interests of the Government. 

_ Mr. Hater. Mrs. Chairman, I do not want to fall out with the dis- 
tinguished gentleman, because the other day he said I did something 
that hea with. I donot recall what it isnow. 

But I just want to say this : that where substantial changes are made, 
there is certainly a leeway in there for additional funds to be made 
available if these additional changes call for more work and more 
material. 

Dr. Lamruere. You are absolutely right, sir. 

(See letter of Administrator, p. 1016.) 

Mrs. Kez. The subcommittee will be adjourned until 10 o’clock 
tomorrow morning. 

(Whereupon, at 11:55 a.m., the subcommitee was adjourned, to 
reconvene at 10 a.m., Friday, February 19, 1960.) 
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FRIDAY, FEBRUARY 19, 1960 


Hovse or RERESENTATIVES, SUBCOMMITTEE ON Hosprras, 
or THE Commirrer ON Vererans’ AFratrs, 
Washington, D.C. 

The subcommittee met at 10 a.m., pursuant to adjournment, in room 
356, Old House Office Building, Hon. Elizabeth Kee (chairman of the 
subcommittee) presiding. 

Mrs. Ker. The subcommittee will come to order. We are meeti 
this morning to conclude our present hearings on the hospital an 
medical programs of the Veterans’ Administration. _ 

Dr. Middleton will be called first, to complete his testimony of yester- 
day; and after that we will hear from the representatives of the 
veterans’ organizations, 

Dr. Middleton, I would like to ask you a question in the beginning. 
It has to do with laundries, commercial laundries versus having the 
laundry done in veterans’ hospitals. 

I believe Dr. Carroll brought up the question. He thought laundry 
should be done at the hospital because of the danger of certain very 
serious infections. Well, if that danger exists in the Boston area, 
would there not be the same danger in other areas, particularly for 
patients who have muscular dystrophy or multiple sclerosis or some 
of the other very dreadful diseases that require the patients to stay in 
bed all the time and in that way perhaps be required to come into con- 
tact with linens and so on more than others. 


STATEMENT OF DR. WILLIAM S. MIDDLETON, CHIEF MEDICAL 
DIRECTOR, VETERANS’ ADMINISTRATION PROGRAM 


Dr. Mippteton. Madam Chairman, this matter has been given pri- 
mary consideration, and you may recall that yesterday I testified that 
in my own judgment the laundry was a part of the hospital operation. 
However, the administrative decision has been of a different order, that 
there will be for the NP hospitals always, as a part of therapy, laundry 
operation ; that for the existent hospitals, such laundries as are opera- 
tive will be maintained until they reach obsolescence; after which 
point there will be a survey to determine whether there is a competi- 
tive field. If so, laundries will be let out to the civilian agencies or 
operations. In the hospitals to be built and in the hospitals where 

ere is competition, there will be no further installation of laundries; 
but where there is no competition, laundries will be continued as a part 
of the operation. 

Mrs. Ker. You mean no competition on the part of private 
laundries ? 
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Dr. Mipptrton. Commercial laundries, yes. 

Mrs. Kerr. I know; but do you think that is as important to the 
welfare of the veteran as the protection of the veteran from these 
infectious diseases? That is the thing that worries me. 

Dr. Mippteton. The question that you have posed is a very serious 
one and enters into all of the considerations as to the advantage of 
commercial operations as against hospital operation of laundries. At 
the present time, in the trial of the five laundries that I cited yester- 
day, there has been no such experience of infection with the 
staphylococcus. 

Mrs. Keer. I am still thinking if there were that danger in Boston, 
there would be that danger A Washington and Chicago. 

Dr. Mippteron. It is a theoretical danger everywhere. 

Mrs. Kerr. I do not think it would be confined to one area of the 
United States. 

Dr. Mippteton. It has not occurred in the Boston area, although 
they have one of the very large competitive areas, and in New York 
City we are engaging private laundries in the conduct of our opera- 
tion. 

_ Mrs. Ker. Mr. Everett, do you have any questions? 

Mr. Evererr. Yes. 

Doctor, when we visit these hospitals we hear a lot from others: 
about the criteria of the average daily patient load, the number that 
you set up for each hospital. Is there any other way that a criterion 
should be set up on how much money they should receive, where we 
will not have the tendency of certain managers to keep the hospitals 
full, so that they will not have some of their money cut off? at 
about that? 

Dr. Mippteron. Mr. Everett, your question is a very fair one, in 
that it implies that by reason of human nature it may mean that the 
allocation of the annual dollar on the average daily patient load may 
lead to some distortion of the utilization of such funds and the ma- 
nipulation of the patient load. Actually, the appropriated dollar 
by Congress is tied to the average daily patient load; and under these 
terms, if the agency does not. attain its average daily patient load 
through the year, such moneys as are excess are recovered into the 
General Treasury. On the other hand, the Con does not care 
how far we exceed the average daily patient load if we are considering 
it in terms of dollars and cents. 

Now, to resolve this question into its actual operation, members 
of the committee, it should be borne in mind that the average daily 
patient load is just one of the elements that enters into this total 
question. There are no two hospitals in the system of 170 that will 
have the same exact circumstances impinging on its operation. We 
list some 16 variables. Among those are the average daily patient 
load, the turnover, the age of the plant, the staffing of the plant, its 
mission, the various programs that are active in the institution, the 
several factors of residency training, the education programs in gen- 
eral, affiliation with medical schools. So you see that when you come 
to weigh these factors into the single term of dollar allocation, it 
shrinks the average daily patient load to the point where it is only 
the starting point in our determination. This is very important for 
the committee to understand; because in the field there is always the 
reaction that we are holding them to an average daily patient load. 
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It is true that in the summation of our responsibility we must be 

nsive to the language of the appropriation act of Songueess 
and in these terms the average daily patient load looms rather large. 
Actually, and you can take my word for this, I look on the back of 
the sheet when the manager sends in his request for the annual dollar 
allocation, to see what are the variables that are affecting his particu- 
lar station, Of course the age and the distribution of beds, the verti- 
cal compared with the horizontal building of his plant, and many 
other things, have come into it, as I have indicated. 

So that we have sought, for the 5 years, at least, that I have been 
in my present position, to get a least common denominator. You may 
believe me that the average daily patient load is just the starting 

int. 

a Evererr. Thank you, sir. 

Another question I wanted to ask you: You heard some testimony 
here, because you have been here all the time we have had these hear- 
ings, that the consultants ought to have their fees raised, all over the 
Nation. Do you find in your observation of the hospitals you have 
visited that the better consultants are not coming to the veterans’ 
hospitals, on account of the fee, and you are having to get men that 
are not as well qualified for patients, on account of the consulting fees 
not being raised ¢ 

Dr. Mippteron. Mr. Everett, to the everlasting credit of my profes- 
sion, the men whom we wish’to have as attending and consultants are 
making this contribution to the cause of better medicine for the 
American veteran, at tremendous sacrifice. By the same token, there 
is no intent on our part to impoverish these men. They are all doing 
it at a sacrifice. And as I have indicated, while we could, within 
reason, say that the $25 for the attending, the $50 for the consultant, 
is a very meager token, we realize that we are not losing caste or 
cee with the profession by such a small token of appreciation. 

n the last analysis, I think, in fairness, these fees should be raised. 

Mr. Evererr. Thank you, sir. Let me ask you two or three more 
questions I have here. 

In view of the recent letter of the Civil Service Commission saying 
in effect that it would not include a provision in the new health in- 
surance contract for Federal employees to provide for payment in 
Veterans’ Administration hospitals, would you favor carrying such 
insurance as a-resource to be listed as such on the addendum at the 
time of the veteran’s application for non-service-connected care ? 

Dr. Mippteron. It is definitely included as a part of the assets of 
the individual applying for admission to the hospital. This is a very 
important question, because the 10—-P-10 with addendum is simply a 
deterrent. It has not the force of compulsion, because after an in- 
dividual has listed his assets and liabilities he then must swear that in 
his own judgment he is unable to pay the cost of the medical care. 
He is given the opportunity of reviewing the cost of such care before 
he signs this addendum; and in that cost are listed the exact custom of 
the community so far as hospital costs, the probable length of hospital 
stay, and the physician fees, so that the total cost of that episode of 
illness is known to him. If, then, he signs, as you know, Mr. Everett, 
we must accept him. His signature to the oath that he is unable to 
pay is all that is required. In that, the registrar or other responsible 
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agent of the hospital makes it clear to the applicant that his hospitali- 
zation insurance is an asset. 

Mr. Evererr. Well, the Civil Service Commission, or this new 
health insurance plan for Federal employees, says they are not going 
to recognize them. It means they will have to go to private hospi 
if they want to get any of their money. 

Dr. Mippieton. That is perfectly true, but, as you know, the Blue 
Cross and many other companies at the present time indicate in the 
small print down at the bottom that hospitalization in Federal hos- 
pitals, in municipal hospitals, and in State hospitals, will not be paid 
out of this eligibility. 

Mr. Evererr. In view of the fact that approximately 123 million 
individuals have some sort of hospital insurance, which will provide 
either cash benefits or services, and the number is constantly mereas- 
ing, what. effect is that going to have on the operation of the VA 
system 

I think you partly answered that just now. I just wanted to get 
that for the record. 

Dr. Mipp.eron, Our latest survey indicates that of 955 patients 
admitted to Veterans’ Administration hospitals on the 22d of January, 
1958, 83.7 percent did not have insurance; so that only about 17 per- 
cent of the veterans coming into the hospital had insurance. 

You should read again the fine print, use many of these insur- 
ance “aac have distinct limitations of time and of coverage; so 
that the veteran is not attempting to intrude on his prerogatives or 
in any sense to defraud the U.S. Government. 

Mr. Evererr. That is kind of like an insurance agent said down 
home one time. He said, “The big print says it does, and the little 
print says it doesn’t.” 

There is legislation pending before the Ways and Means Commit- 
tee which seeks to provide hospital and medical care for social security 
beneficiaries who are 65 years of age and over, and the care to be paid 
for out of Social Security trust funds, presumably given by private 

ractitioners and local hospitals. If this proposal is enacted into 

w, what effect do you see immediately in the VA medical system, 
and what do you see into it as its long-range effect as the veteran popu- 
lation grows older and also as the social security program, assuming 
~ should - enacted at.some time, is liberalized to provide coverage at 

ower age 

Dr. Mippteton. The obvious impact will affect, first of all, the 
Spanish-American War veterans and the World War I veterans, who 
now are 64 years-plus average. That particular act could appreciably 
decrease the demand and extend the period when the 125,000 bed 
ceiling is adequate. We have thought of this very carefully, and it 
could have some impact on the requirement and extend the period 
when we would have enough beds and hospitals for the needs of eligi- 
ble veterans. 

Mr. Evererr. Just two more questions I have. I think you heard 
one of the gentlemn, your associate, testify about the wonderful work 
you were getting done at Topeka in the NP hospital there. Is that 
turnover there much more? I know the price, the cost per patient, is 
higher than any other installation you have. Do you have any more 
rapid turnover and rehabilitation of those veterans at Topeka than at 
any other installation that you have in the NP system ? 
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Dr. Mippteton. At thé present time, it has the best NP turnover 
that we have in the system. ‘There are others that come very close to 
it; but they are all of the Haun type construction, where the staffing is 
better than in the conventional NP hospital. 

Mr. Evererr. I notice there that Murfreesboro was the lowest cost 
in the whole system. Is his turnover less than any other hospital ! 

Dr. Mappieron. Not “less than,” but it is in the lower brackets. So 
it is again a strong argument for the improved staffing to which you 
spoke yesterday. 

Mr. Everett. It has been the eral policy, has it not, to have 
managers for Centers? Do you have any comments on this policy 
in view of the appointment of Dr. Weltman, who has succeeded Mr. 
Stoddard at Togus, Maine? 

Dr. Mippteron. This is a matter of which I spoke yesterday, Mr. 
Everett; and when all factors are equal, the physician manager has 
certain advantages. But with staff, the understanding of the medical 
problems and his general grasp of the situation as it involves the 
entire system, the physician manager can be better. As I indicated 
yesterday, however, except in the NP hospitals, where there are 
definite reasons for preferring physician managers, the man who is 
best qualified is selected. As A> ose of that, I indicated we have 


45 nonmedical managers in the system. 

The situation that you cited at Togus, Maine, is one in which there is 
a large NP element; and when we cast: about over the system, Mr. 
Whittier said, “Name to me the three best men in neuropsychiatry with 
managerial capabilities.” And Dr. Weltman was the first on that 
list, and he was taken. 

Mr. Evererr. That concludes all of the questions I have. I just 


want to say you have made a wonderful witness, and I never saw any- 
one who came before any congressional committee who was able to 
answer questions without referring them to his assistants. That is 
all the questions I have. 

Counset. With respect to the situation at Togus, Dr. Middleton, 
you would certainly agree that Mr. Stoddard has performed an out- 
standing service to the Veterans’ Administration during his long ten- 
ure. And is it not true, also, Dr. Middleton, that the transfer of Dr. 
Weltman from Lexington to Togus further increased the need for 
psychiatrists since Lexington is in need of additional psychiatrists ? 

r. Mippteron. That is true in practically all of our system. 

May I add one more detail, simply to concur in what Mr. Patterson 
has said relative to Colonel Stoddard. He is truly “Mr. Maine,” and 
in that station has done yeoman duty over the years he has been 
manager. 

Mrs. Kee. Thank you, Doctor. 

Mr. George, do you have a question ? 

Mr. Goren. Will the money in the budget take care of the deferred 
maintenance by the year 1961? 

Dr. Mippteron. 1963, I gave as the date, Mr. George, wherein, if 
we had recurrent $8 million additions, as were given last year, we 
would catch up with maintenance, that we no longer call deferred but 
is much needed. 

ae + rere What would you say would be the status by the end 
of 1961 
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Dr. Mippteron. It will not be completed. We will have to go 2 
more years, sir. 

Mr. Grorexr. It will take at least 2 more years? 

Dr. Mippieton. That is right. 

Mr. Grorcr. Doctor, you have made everything very clear, and I 
think it has been an excellent presentation except for one thing. That 
is when you said primary consideration was-given to laundries. Who 
gave the primary consideration? Where did that come from? 

Dr. Mippietron. I think that you will recall that. all of my con- 
freres had indicated that the medical opinion favored the incorpora- 
tion of the laundry as a part of hospital operation. That came readily 
through all of our testimony; but there has been an administrative 
policy to get the Government out of small business; and laundry, as 
small business, has been one of the targets. And we have made this 
recommendation from the Department of Medicine and Surgery that 
I outlined yesterday and that I have reiterated in response to Madam 
Chairman’s question, that there is the current trial of five stations 
on contract basis, and out of that experience, up to this date we are 
projecting the future after the pattern that I have outlined. 

Mrs. Ker. But, Dr. Middleton, do you not think the question of 
having the Government in private business is a very small and minor 
one when you consider the welfare of the veteran and the danger of 
infection ? 

Dr. Mippteton. If, Madam Chairman, I could prove in this hour 
that this experiment had been a failure, you can rest assured that we 
would have reported out contrariwise. 

Mr. Ker. In other words, do you not think that medical opinion 
should take precedence over any of the administrative decisions? 

Dr. Mippteton. We must be objective. If the results had been 
derogatory or in any sense injurious to the veteran, we would have 
been the first to raise obstacles and objections 

Mr. Grorce. I am under the impression, Doctor, that you do not 
agree with that top decision. 

Dr. Mippreton. That is not really the case; because, as a physician, 
we will depend upon proof and objectivity. In the instant case, the 
five hopsitals, I have gone through it with a fine tooth comb, and if 
I could have found anything that would have raised a reasonable 
i yg I can assure you it would have been voiced. 

Mr. Grorcr. How long have these hospitals been tried ? 

Dr. Mipptetron. Eighteen months is the longest, and the most recent 
one a little over a year. 

Mr. Grorcr. There are several reasons—germs, wear and tear, and 
service—besides the rehabilitation standpoint ? 

Dr. Mippteton. They are all valid. And one by one we have had 
to desert our position, Mr. George. And the fact remains that these 
trial laundries are still under close scrutiny. But this is the present 
position of the Department of Medicine and Surgery. 

Mr. Georce. There is another thing. Frequently you will find an 
increase in NP cases, or, like in TB, a decrease. Yon are saying you 
are going to build future hospitals without laundry facilities. Sup- 
pose one of these were taken over without such. 

Dr. Mippteton. We would have to take over one. 

Mr. Grorcr. It seems to me we all want to help a little business 
that needs it badly, but not to the detriment of the veteran. 
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Dr. Mippteron. Never, sir. 

Mr. Georex. And it seems to me that is what we are doing here. 

Dr. Mippteton. Well, sir, I think I have, at least as forcibly as I 
have been able to—we would never be a party to a movement that 
would be detrimental to the veteran. i 

Mrs. Kez. The TB hospitals would not have a commercial laundry, 
would they ¢ : 

Dr. Mippiet0n. They would go to a commercial laundry after ap- 
propriate treatment. 

Mr. Grorcr. I might ask one more question. Has there been any 
thought from a top source of eliminating kitchens and giving the 
catering service for food ? 

Dr. Mippteton. We have looked into that question very carefully, 
Mr. George, and we cannot only run our kitchens, our dietetics depart- 
ments, much more effectively, but much more economically; so that 
there is no commercial concern that can cater to our hospitals as efli- 
ciently and as economically as can our own dietetics service. 

Mr. Georer. That has not.been considered ¢ 

Dr. Muppteton. They buy in such bulk, sir. 

Mr. Georer. I believe that is all. 

Mrs. Ker. Mr. Randall, any questions? 

Mr. Ranpatu. In connection with the question of the gentleman 
from Tennessee, Mr; Everett, you said something about Topeka. You 
said some type of staffing as distinguished from eonventional staffing. 
What was the name’ 

Dr, Mippteron. H-a-u-n. 


Mr. Ranpauu. What is that, sir? 

Dr. Mippteton. That isa hospital that has a rather widespread base, 
that has all of its buildings on two floors, with the exception of two, 
that are used for recreation and infirm patients (one story) and ac- 
cordingly require heavier staffing. Wherever we have that pattern 
of heavier staffing, together with the ree of architecture and distribu- 


tion of beds, we have better turnover. That has been a matter of very 
careful study by the Veterans’ Administration, and there has been a 
team at work for over 3 years studying just these details of construc- 
tion, the distribution of patients, the staffing, the units of the hospital 
organization. 

Mr. Ranpau.. Is that a gentleman’s name, an architect? 

Dr. Mippteton. No, a 

Mr. Rannaty. Doctor, I want to talk about the laundries a little bit. 
Throughout the week you have seemed to favor laundries being out- 
side of the medically supervisable area. Are you not a physician ? 

Dr. Mippteron. I ama physician. 

Mr. Ranpautw. And you . not favor medical supervision in this 
instance 

Dr. Mippteton. I have not made myself clear. 

Mr. Ranpauu. Iam sorry. That isin the nature of cross examina- 
tion. I want to ask you a few questions, though. 

Some of your area directors have said that they have found, or at 
least they fear, ar could not get bids in this laundry. What would 
you say about that / 

Dr. Mippreton. If there is no competition, then the laundry will be 
- Py our own hospitals—if there are not more than two competitors 
or bidders. 
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Mr. Ranpatu. But you are going to try to go ahead and get bids? 
Dr. Mippreron. That is right. 

Mr. Ranpary. Now, some of your area directors said there had been 
some experience, that they could not get bids for less than 5 years. 

Dr. Mippteton. That immediately juts the task back on our own 
shoulders. We can do it ourselves. 

Mr. Ranvauu. They said that they feared they would run out over 
the weekend, that they would be short, and the overtime problem of 
—— laundries was another factor. Have you considered all of 
that ¢ 

Dr. Mippteron. We have considered all of that, sir. We have to 
take the experience of these five hospitals. 

Mr. Ranpati. What are the five, Doctor? 

Mr. Everetr. Nashville is one of them. 

Dr. Mippteton. Nashville is one, New York two hospitals, Bronx 
and Manhattan, Washington and Jackson. 

Mr. Ranpatu. We discussed the staphylococcus. 

Dr. Mippteton. That is one form of germ. 

Mr. Ranpauy. You said you even proposed sending the TB out, but 
I think you said after treatment. Now, you have to have some sort 
of a laundry for treatment before you send it out. What sort of 
treatment. would that be? 

Dr. Mippiteron. No; this is a question of —— segregating the 
laun and running through some disinfectant before it goes out. 

Mr. Ranpaty. Do you have any estimate of the cost:of that ? 

Dr. Mippteron. That is all taken into the total operation. In 
evaluating this, of course, what has a on has been a definite pat- 
tern of adding the amortization of the laundry equipment, the ques- 
tion of tax, the question of the rental, and eventually a factor derived 
that must be added to our cost, to determine, without the single ele- 
ment of profit, what the laundry should do this for. And when we 
come down to that, the amazing part of this experience to date is that 
we have gotten by economically, with one exception, and that was the 
first year at Nashville; that you will recall, Mr. Everett. 

Mr. Evererr. Yes. 

Mr. Ranpauw. It is true that this treatment, whatever the disin- 
fectant will be, will require some type of equipment, whether you call 
it laundry oqtigmnais or whatever you call it and will require space. 
Is that not true ¢ 

Dr. Mippieron. That will of course operate in any instance. 

Mr. Ranpatu. But it isa sortof a small laundry, in other words? 

Dr. Mippieton. No, sir. It is taken into careful accounting, as is 
the redistribution. I will say first of all the gathering of the laundry, 
its dividing, its redistribution, and its reception at the point of de- 
livery. You see, all of those factors are taken into consideration. 

Mr. Ranpatu. We have a lot of other witnesses. Just one more 
question. You stated, I believe, that medical opinion favored in- 
of laundries in the hospital. 

r. Mippueron. Yes, sir. 

Mr. Ranpatu. But you said the administrative policy favored “get 
out of business.” Whose policy? Is that the Administrator him- 
self? Or whose policy was that . 

Dr. Mippteton. We start right back at the top. It is the adminis- 
tration. 
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Mr. Ranpatxz. The President of the United States? 
Dr. Mippteron. The President of the United States says that the 
Government will get out of small business. And accordingly, every 
agency of government comes down through the line to this one issue. 
And when it is put up to the Veterans’ Administration, the Depart- 
ment of Medicine and Surgery then conducts this trial of five com- 
mercial laundries. 

Mr. Ranpatw. That is all, Madam Chairman. 

Mr. Evererr. Just one question. I thought I was through, but I 
happened to think of this one. 

nat is about the domiciliary care. Do you find that where an in- 
dividual makes an application of domiciliary care, they are particular 
where they shall go# Or do you find you can send them from Tennes- 
see to Florida or from Florida up to Mountain Home or to Georgia 
or someplace else? Is that domiciliary care? You could convert, 
could you not? 

Dr. Mippieton. Within a 17,000 limit. 

Mr. Evererr. Do you find you have much trouble with that, or 
are they particular where they want to go? 

Dr. Mippteton. The veteran who is eligible for membership in the 
domiciliary has his choice, within reason, but sometimes they move 
with the season, and actually Bay Pines is one of our popular domi- 
ciliaries. We also, as you know, have recently transferred a number 
of patients under the new policy from Dayton out of antiquated and 
onan obsolescent buildings into Dublin, Ga., so that that is our new- 
est domiciliary unit. 

Mr. Evererr. Do you find that they mind being transferred ? 

Dr. Mippteton. No. There is little resistance to transfer, 

Mr. Evererr. I was thinking, Doctor—of course, everybody is 
thinking about his own personal section—of maybe the possibility, 
since TB has gone down, of making that domiciliary care. Have you 
given thought to that ¢ 

Dr. Mippteron. We have given considerable thought to it. 

Mr. Evererr. Yu have not arrived at any decision ¢ 

Dr. Mippieton. No, 

Mr. Grorez. Did I understand you to say, Doctor, that if there is 
no competition, in other words two or more laundries in an area, the 
laundry would be done in the hospital? - 

Dr. Mippretron. We-will conduct our own hospital operation, then. 

Mr. Georer, And. where you build.a hospital and haye no laundry 
no competition develops—what do you do then? Add 
alaundry ? 

Dr. Mipptetron. We look into that before plans are drawn for the 
hospital, and if there is no competitive area for new construction, 
laundry must be included. 

Mr. Ranpatz, But it is the policy of the administration, now, that 
in building a new hospital, plans for a laundry are not included. Is 
that the conclusion ? 

Dr. Mippieron. If there is a competitive area. Also, there ought 
to be included in that, Mr. Randall, the fact that there is the exclusion 
of the NP — from all this, because we will build laundries for 
the NP hospital. 

Mr. Ranpauu. This is an area that might merit one more question. 
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These five hospitals that are on trial: What are you doing with the 
laundries? They are just standing by ¢ 
Dr. Mippteron. The laundries are standing by, sir. We are not 
dismantling. Icanassure you of that. f 
Mr. Grorce. What I think of that policy I think should be in the 
record. 

Mrs. Ker. You have certainly given generously of your time. You 
have made a wonderful witness. 

Mr. Ranpatt. Yes, the fact that we may not agree with you-does 
not detract from the fact that you have been an excellent witness. 

Dr. Mippteton. Thank you. 

Mrs. Ker. Before we continue this morning, I would like to express 
to members of this subcommittee my personal appreciation of the fine 
cooperation, attendance, and assistance they have given during these 
hearings. 

I would also like to thank members of the staff of our: Veterans’ 
Affairs Committee, and especially Mr. Patterson, the committee coun- 
sel, for the generous and wonderful service given during these hear- 


ings. 

"We have had witnesses of very great stature before us, and it has 
been most helpful to me as chairman for members of our subcommittee 
to so actively participate in the hearings. 

I am confident that great good to our veterans will come out of the 
discussions that we have had here this week. 

Mrs. Kee. And now we are happy to have with us here this morning 
representatives of the veterans’ organizations, and we will hear first 
from Mr. C. H. Olson, of the American Legion. 

Following Mr. Olson’s statement, we will be pleased to hear from 
Mr. Francis W. Stover, national legislative director of the Veterans 
of Foreign Wars, Mr. Elmer Freudenberger, acting national legis- 
lative director of the Disabled American Veterans, and Mr. Charles 
A. McCarthy, national commander of the Veterans of World War I. 

Mr. Olson, will you please proceed in whatever manner is most 
convenient to you: “Would you like to introduce to the members at 
this time any of your associates who are with you ? 


STATEMENTS OF CLARENCE H. OLSON, ASSISTANT DIRECTOR OF 
LEGISLATIVE COMMISSION; WARREN H. McDONALD, ASSISTANT 
DIRECTOR OF REHABILITATION COMMISSION IN CHARGE OF 
PROGRAM MANAGEMENT; DR. H. D. SHAPIRO, CHIEF MEDICAL 
CONSULTANT; AND ROBERT F. (SAM) MURPHY, RESEARCH 
SPECIALIST FOR HEHABILITATION COMMISSION—AMERICAN 

LEGION 


Mr, Orson. Thank you, Madam Chairman. I am Cap,Olson, assist- 
ant director of the legislative commission of the American Legion. I 
have with me today, from our rehabilitation commission, our eminent. 
médical adviser, Dr. H. D, Shapiro, our assistant director. of the re- 
habilitation commission for program management, Mr,. Warren H. 
McDonald, and a research specialist who has been with you all week, 
Mr. Robert “Sam” Murphy. 

Mrs. Ken. We are happy to have all of you. 


Mr. Otson. Our rehabilitation commission has been following close- 
ly the hearings this week, and they have a prepared statement which 
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will be given by Mr. McDonald, and we apologize that we did not 
have time this morning to mimeograph it. 

Mrs. Kee, if it is permissible, Mr. McDonald will proceed with our 
statement. 

Mrs. Ken, That will be fine. 

Mr. McDonatp. Madam Chairman and members of the committee, 
on behalf of the American Legion we are very appreciative of this 
opportunity to discuss some current issues relative to the administra- 
tion of the veterans’ hospital program. 

It is fundamental to the American Legion’s rehabilitation program 
that the quality of medical care for veterans must be of the highest. 
order. As to the Veterans’ Administration hospital program, second 
prize is not good enough. 

We know you share our concern in this regard. Your responsi- 
bility is a very heavy one. Overseeing a program of such magnitude 
and importance requires continual reappraisal through the medium 
of hearings such as you are now conducting. 

High quality medical care involves so many complex and inter- 
related factors—the attitude and caliber of personnel, the adequacy 
of facilities, the nature of administrative practices; and, of overriding 
—— the supply of funds. 

he money problem is a particularly vexing one. For some time, 
the VA’s Department of Medicine and Surgery has been involved 
in an Alice in Wonderland race to keep pace with the rising cost 
of medical treatment. It takes more snd more money to do the 
same job. 

In opening these subcommittee hearings your chairman called at- 
tention to the fact that medical costs have risen very sharply in 
recent years. ( 

The rise in medical costs has been out of proportion to the rise in 
costs in other areas. The Department of Labor Bulletin 1256 notes 
that, for the 6-year period 1953-58, the “all items” index rose 8.4 
percent; whereas, the medical care index increased 23.5 percent. Re- 
cent congressional hearings have focused attention on the constantly 
rising cost of drugs. 

This problem must be kept uppermost in our minds when we at- 
tempt to examine or assay the adequacy of the President’s 1961 budget 
with respect to Veterans’ Administration inpatient and. outpatient 
care. The dollars are up, it is true; but we must ask, are they up 
enough? This year’s medical expense dollar will not go as far as 
last year’s. 

For outpatient treatment, the budget request is higher than for 
fiscal 1960 by a scant $2.6 million. It is estimated that there will be 
nearly 60,000 more outpatient medical visits in fiscal 1961, than in 
fiscal 1960. It seems implausible that the requested: increase will 
cover the task. A very large share of this increase could be wiped, 
out by the rising cost of drugs alone. HOY, 

Field representatives of the American Legion make periodic visits 
to all VA hospitals. We continue to receive reports from throughout 
the country to the effect that VA hospital managers find it difficult 
to operate under their fund allocations. 

Our national executive committee, at its October 1959 meeting, 
resolved that the American Legion “urge appropriation of. fun 
necessary to permitorderly and continuous operation of Veterans’ 
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Administration facilities at maximum capacity.”” We will bring this 
to the attention of the House Appropriations Committee when con- 
sideration of the VA budget is reached. _ 

Aside from the sensitive areas of inpatient and outpatient care, the 
proposed budget appears generally satisfactory. It is by no means 
excessive. We sincerely hope that the Congress will make no reduc- 
tions m the budgeted items. We feel sure that, as in the past, mem- 
bers of this committee will do all possible to prevent any cuts. 

We are very pleased that the budget will provide construction 
funds for the long needed replacement hospitals in Martinez, Calif., 
Cleveland, Ohio, and here in Washington, D..; and also. contains 
funds to launch the 12-year modernization program. We acknowl- 
edge with deep gratitude the part played by the Veterans’ Affairs 
Committee in getting this program underway. 

In addition to money, men, and materials, there are. other impor- 
tant aspects of the veterans’ medical care program which will require 
your attention. We wish to point out one at this time which greatly 
concerns and disturbs the American Legion. 

The veterans population is an aging population. The character of 
the group for which the VA copa system exists is changing. As 
we age, our medical requirements will vary materially from those of 
the past. Obviously, this will have an:effect on VA medical prac- 
tices; its impact is already being felt in terms ofan increasing load 
of chronic cases. 

Dr. Shapiro will later give you some of the statistics of the VA 
on this feature. ; 

We are aware that responsible VA officials are also concerned and 
are giving the matter much study. Yet, it would appear that the 
agency will need additional authority in order to cope with the prob- 
lem. The caseload of chronically ill veterans is rapidly rising. In 
many instances these cases do not require continued hospitalization but 
are ineligible for admittance into a VA domiciliary. 

At present, the Veterans’ Administration io ding all that it can 
to prevent the freezing of hospital beds by patients who no longer re- 
— regular medical attention but do require nursing care in some 

egree. Efforts are made to return such individuals to their home 
community. This has its limitations. Elderly persons who require 
nursing care frequently have no family capable of providing for them. 

Nursing homes are-expensive; and, in the main, quantitatively and 

qualitatively inadequate. 

We do not suggest that the VA hospital system should gradually be 
turned into‘a nursing home system. We stand four-square behind the 
VA's efforts to dedid tying up hospital beds with chronic cases, and 
we wholeheartediy agree that—to the greatest extent possible—pa- 
tients should receive such therapy and rehabilitative care that they 
can be returned to their home community. ) 

Nevertheless, we are faced with the residue of cases no longer eapa- 
ble of independent living in their home environment. As more and 
more veteran patients reach the stage where the aid and attendance of 
others is necessary in some degree, the proportions of the problem will 
be such that present concepts and practices willbe inadequate. 

Already, the Veterans’ Administration is experiencing difficulty in 
locating suitable non-V A facilities for long-term ¢ases, presently hos- 
pitalized. Individual problems are being brought te our attention 
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with ever-increasing frequency ; and, in some instances, we find it nec- 
essary to differ with the Veterans’ Administration as to whether the 
veteran concerned should be removed from the hospital environment, 
or as to whether the prospective facilities are adequate. 

We receive advice from our service officers, usually based on com- 

laints by next of kin, that the Veterans’ Administration is attempt- 
ing to arbitrarily discharge a veteran to an inadequate nursing home. 
The VA’s answer is to the effect that the family has refused to cooper- 
ate in locating or providing better facilities. 1t is our feeling that the 
fact that the family will not or cannot accept responsibility, is insuffi- 
cient grounds for the Veterans’ Administration to abdicate its respon- 
sibility. Most VA hospital authorities act with discretion in such 
matters, but. we know of instances where serious mistakes have been 
made, including delivery of a patient to a so-called boarding house 
which had actually lost its license as a nursing home. Repetition of 
instances of this kind could give rise to publicity bordering on na- 
tional scandal] dimensions. 

Based wpon a recommendation of the National Rehabilitation Com- 
mission, the American Legion’s National Executive Committee 
adopted a resolution on this subject at its October 1959, meeting. A 
copy is herewith submitted for the record. 

(The resolution referred to is as follows :) 


NATIONAL EXECUTIVE COMMITTEE MEETING OF THE AMERICAN LEGION HELD 
OctToBEeR 7-9, 1959 


RESOLUTION NO. 25 


Committee: Rehabilitation Commission. 
Subject: Balanced Hospital Communities. 

Resolved by the National Executive Committee of the American Legion, in 
regular meeting assembled October 7-9; 1959, at Indianapolis, Ind., That the 
American Legion shall urge the Congress of the United States to authorize the 
Veterans’ Administration to establish. balanced hospital communities for the 
care of veterans in Northeast, Southeast, Central, Northwest, and Southwest 
United States, at which the agency on a pilot study basis will construct five 
convalescent cottages to be located on the grounds of, or adjacent to, existing or 
planned VA hospitals—these cottages to be an integral part of the long-term 
program for the creation of such communities. 

Mr. McDonatp. The resolution urges Congress: to authorize the 
Veterans’ Administration to construct and maintain five convalescent, 
cott to be located on VA hospital grounds, or adjacent thereto, in 
the Northeast, Southeast, Central; Northwest, and Southwest United 
States; and, with such facilities, to conduct a pilot study of ways to 
meet the impending problem of the aging veteran requiring continued 
supervision following maximum hospital benefits. 

e believe that such a pilot study could have many beneficial 
effects. It could well serve as an added stimulus for the raising of 
nursing home standards throughout the Nation. It would make for 
enhanced opportunities in geriatric research in that patients, released 
from the hospital, would still be available for followup studies. It 
would provide opportunity for continued rehabilitative therapy with 
a view to restoring the patient’s capacity for independent living. It 
would permit the Veterans’ Administration to release certain 
chronically ill veterans from a relatively expensive hospital bed to 
the convalescent cottage where only minimum medical attention would 
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be required. It would retard the freezing of beds otherwise needed 
for veterans requiring active hospital treatment. 

It would provide a far more pleasant atmosphere for the veterans 
than the majority of today’s nursing homes. We visualize that these 
cottages should be as homelike as possible; that is, they should be 
constructed so as to avoid insofar as possible the appearance and 
atmosphere of an institution. 

Mrs. Ker. Mr. McDonald, maybe you gave the answer to this, and 
I missed it: Was it the idea to construct this in connection with 
existing veterans’ hospitals? 

Mr. McDona.p. On the grounds or adjacent thereto. 

Mrs. Ken. On the grounds or nearby ? 

Mr. McDonaxp. Yes. 

Mrs. Kren. Thank you. 

Mr. MoDona.p. It would make for a balanced hospital community, 
to include provisions for care of the veteran no longer requiring a 
hospital ineligible for admittance to a domiciliary, yet requiri 
the regular or frequent attention of others, and perhaps occasiona 
medical treatment. 

New concepts are required to meet new problems. We submit that 
this maggare presents a reasonable approach to a serious and growing 
problem. At least, it would be better than remaining on dead center 
until the matter reaches unmanageable proportions. 

A responsible VA official has commented recently that if this trend 
continues, we will soon find ourselves at a point where we simply can- 
not cope with it; particularly pointing to the aging World War I 
veteran, already with us, and in 10 years the same picture with World 
War II veterans. 

We do not pretend that the plan provides a complete answer at, this 
time, but pee well lead to acceptable solutions. e urge its serious 
consideration by your subcommittee. 

I would like to further comment that in discussing this informally 
with VA officials, we are immediately met with the roadblock that 
this would decrease from the 125,000-bed hospital level. 

We submit that we are not talking about iepatal beds. We are 
talking about a convalescent care type of situation; not domiciliary 
and not hospital; an intermediate type of bed for a particular type of 

atient. Therefore, we do not feel that this is related directly to the 
evel of 125,000 beds. That is,.as I believe Dr. Middleton expressed, 
a tremendous advance for us, and we agree; but it is not a panacea 
for all time. It does not meet this problem of the rapid increase in 
the aging veteran. 

Dr. Shapiro has attended your hearings this week, and he has some 
fairly important observations to make concerning matters discussed, 
and also he can enlarge upon this balanced hospital community matter 
which we propose. 

Mrs. Kez. We will be very happy to hear from Dr. Shapiro. 

Dr. Sapiro. Thank you, Madam Chairman. 

Mrs. Kez. We are glad to have you with us. 

Dr. Swarm. Thank you. I would like to state that in attending 
these hearings, I personally, as the senior medical consultant for the 
American Legion, agree with most of the testimony that has been 
offered by the Veterans’ Administration. There are a few points that 
we may not entirely agree on or would like to enlarge on. 
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Taking them up in order, as Mr. McDonald has presented them, the 
first phase that I want to speak on is that of the outpatient medical 
service of the Veterans’ Administration. 

It appears to me from my observation over the years that very often 
the outpatient department has become the stepchild in this whole 
medical program of the VA; and while it has been indicated that there 
are adequate funds to take care of the outpatient activities, in past 
years, when this was supposed to be so, in the rather infrequent visits 
that I have made to the field, I have found outpatient activities very 
seriously curtailed at various stations. 

It is rather difficult at times for the chief of the outpatient depart- 
ment or the manager or other officials to press their points in the cen- 
tral office, lespeeially, with a budget that is quite strict; but as a result 
of the information that I have brought back to the central office of 
the Veterans’ Administration, in many instances additional money has 
Pe forthcoming. But it is like robbing Peter to pay Paul, and so 

orth. 

It is rather interesting that while we were attending our national 
convention in Minneapolis this past year, I went through the out- 
patient department there at Minneapolis-St. Paul. At Fort Snelling, 
a few years before, I had been able to obtain additional’ moneys to 
help the outpatient department there. I was very much amazed and 
chagrined at the caliber of the examinations being made in the out- 
patient department, especially for pension purposes. 

Mrs. Ker. You mean they were not thorough ? 

Dr. Suapmo. They were very, very skimpy and very sketchy. And 
when I asked the chief medical officer in the outpatient department, 
who is a very dedicated man, he advised me that he was under the 
impression that all that he had to show was usually 10-percent dis- 
ability, and that is all that would be necessary to meet the require- 
ments for the pension. They would give the man’s blood pressure, 
that was considerably elevated, without going into other details of 
the examination to determine whether it affected the man’s thinking, 
his mind, his retinal vessels, and so forth. And we met with the 
adjudication authorities on some of the examinations that I had ques- 
tioned, and some of the men who had been turned down for their 
pension. And it was generally agreed that the information furnished 
was too skimpy and too sketchy. 

And at a banquest that was held later by the American Legion in 
the so-called Minnesota Round Table, where the medical representa- 
tives of the VA were present, this doctor very forthrightly spoke up 
and admitted that things were quite bad. 

So I think that the outpatient moneys should be carefully looked 
into, so that the same high quality of medical care and the same 
thoroughness is given to the medical activities of the outpatient de- 
partment as it is in most of our VA hospitals, whom I consider the 

nest in the country. 

I think that is a very important subject. 

Mr. Everett. Doctor, moving these outpatient clinics into the vet- 
erans’ hospitals—do you think that is a. good thing? Or do you think 
it is a matter of having to travel much further for these veterans? 
What do you think about that? 

Dr. Suaptro, I have heard the testimony here. Generally, we are 
in agreement with it. Our Legion medical advisory board had so 


& 
4 
7 
ay 
z 


982 


advised years ago. But there I agree with most of the medical wit- 
nesses that the imdividual case should govern. I remember in one 
instance where it was contemplated to move the outpatient medical 
activities from downtown to the hospital at some distance, and then 
it was found that the end of the public transportation was at the 
bottom of a rather steep hill, and that men with cardiac conditions 
and others could not very well get off public transportation and go 
up there. So that was discontinued. 

I would say this: Wherever the service to the veteran would be in- 
creased, the caliber of the service, it should be done. But. if in any 
way it impairs the service to the veteran, by length of travel or physi- 
cal arrangement, it should not. be done. 

Dr. Middleton did state that when it did work a hardship on vet- 
erans, they could avail themselves of hometown care. But there, 
again, I want to make sure that the outpatient moneys of the Veterans 
Administration will have enough money to take care of these individ- 
uals that you mentioned Wo have to travel this long distance and 
who would becared for with a hometown care program. 

Mr, Everett. Thank you, Doctor. 

Dr. Suarmo. I will proceed next to the problem of the long-term 
care case, which does not necessarily always mean the aging popula- 
tion; because I happen to be a neurologist and psychologist, and in 
the field of neurology we find many people who are going to require 
nursing care for the remainder of their life. 

Incidentally, I failed to mention—I think I should do this—that the 
opinion and testimony I am giving is mine. . Many of the subjects 
brought before this committee had already been scheduled without 
our seeing the agenda. Our national medical advisory board is meet- 
ing on Sunday, the 28th of this month, and they will make further 
recommendations, and we will carry back to them the import of the 
subjects that you have discussed, and if any further recommendations 
are made, we will be glad to furnish them to you. 

Mrs. Ker. Dr. Shapiro, we would be very happy to have any state- 
ments or information that you referred to be inserted in the record. 
So would you submit that for the record, please? 

Dr. Suaprtro. I certainly will. 

Mrs. Ker, And also I think in more detail, perhaps, your discus- 
sion of the outpatient care, some of your observations. It would be 
very helpful to have that. 

Dr. Suaprmo. Shall I continue? 

Mr. McDona.p. I would like to add, though, Doctor, that specifi- 
cally the medical advisory board will also look at Mr. Teague’s bill, 
that proposes a limited type of non-service-connected application for 
prehospitalization workup. 

Mrs. Ker. We would hike any of that information that you have 
for the record. 

Mr. McDonatp. We want to make this point, however, that the 

medical advisory board is an advisory board, only, and its recommen- 
dations flow through the national rehabilitation commission, which in 
turn makes recommendations to the national executive committee. 
_ Dr. Suartro. I may state this problem of the long-term care case 
is also going to be discussed, and we will have the top officials of the 
Department of Medicine and Surgery present at that meeting. 

Mrs. Ker. But you are going to furnish us statements ? 
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Dr. Suapiro. That is right. I am very pleased to note that in the 
VA field station summary of the activity of the Department of Medi- 
cine and Surgery—and this is the last one, for October 1959—some- 
thing new has ‘ak added, and that is starting with page 41 and 
going through page 46—VA_ patients requiring long-term medical 
care as of April 30, 1959. 

I think perhaps if the members of the committee think it is worth 
while—I think it would be a good thing to insert this in the hearing. 
So I do not think that I shall dwell too much on it, but I do want to 
touch some of the high points. 

Mrs. Ker. With ‘that exception, it will be inserted, and we are 
happy to hear your comments. 

r. Suaprro. This study goes into the fact that as of June 30, 1959, 
the veterans population, of veterans over 65, is 1144 million; and by 
1965, it will be 2,300,000. So you already see the problem that we 
are facing. 

He then goes into the fact that many of these veterans with chronic 
illness are frequently harassed—and I am glad they use the term 
“harassed”—with economic, social, and emotional problems. They 

o into the question that after receiving maximum hospital benefits, 
Fortanitly these people are too sick to go into domiciliaries, and that 
uently nursing homes are not available, either because they are 
not present or they are not financially able to meet them, and they go 
into all of these difficulties that beset individuals in trying even to find 
nursing homes. 

They set up certain criteria for these types of people, and it is in- 
teresting to note, on the surveys that they have made annually since 
1955, that from March 8, 1955, 4,263 patients are included in this 
category, who have reached practically maximum hospital benefit for 
definitive care, but who needed all of these other types of support 
that generally could not be given in the home. And by April 30, 1959, 
that had more than doubled, to 8,670. 

Now, this did not take into consideration the domiciliary members, 
but in that category it is interesting to note that they decreased from 
1955, from 3,917 to 1,710... And that has been due to the fact that the 
domiciliary members right now are having their entire compensation 
changed because of age and disability. 

In other words, a larger number of them have had to go from the 
domiciliary into the hospital. In fact, over 11 percent of the men who 
are in domiciliaries now would not, be eligible for admission to a 
domiciliary, because of their physical condition. They are wheelchair 
cases, need aid and attendance, and so forth. 

So the whole mission has been changed. 

One reason, also, for the increase to the 8,670 is that the Veterans’ 
Administration changed their mission just like they did with tuber- 
culosis, as mentioned by Dr. Middleton, by taking certain types of 
cases who were occrpying beds in NP hospitals, maximum security 
beds, and transferring them to general medical and a a hosp1- 
tals that had vacant beds. In a year and a half, practically 1,800 or 


1,900 of such patients were transferred, freeing that many beds for 
the acute psychotic cases where the greatest need is shown. And these 
are the people, the older people, who had some mild mental changes 
associated with physical disease.. And they were able to care for them 
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in the general medical and surgical hospitals, and actually provided 
at that time almost a new 2,000-bed NP hospital. And now we have 
4,000 of these cases, practically, added. So it can be shown what you 
are doing with your changing mission. 

Mr. Grorecr. Madam Chairman, I have a question to put to one of 
these gentlemen. 

On your first page, you talk about the attitude of the personnel at 
these hospitals. Do you find there is a bad attitude in any of them? 
Why is that? 

Mr. McDonaxp. We suggest that this is a factor in maintaining 
high quality medical care. We do not suggest or mean to suggest 
that we find that there is a poor attitude on the part of medical per- 
sonnel. 

Mr. Georcr. I wondered about that. 

I might ask another question, if it is all right. You heard Dr. 
Middleton express the White House policy of taking care of busi- 
ness. What do you think you would do? Run into competition with 
nursing homes? 

Mr. McDonaup. I would like to defer that to the doctor. I have 
by own views on nursing homes. 

Dr. Suartro. All right. ‘This is rather interesting. That is why 
Tam glad that this is going to be inserted in the record. 

If you will, start with the bottom of page 43 of this committee’s 
report on this subject, “Potential Substitution of Nursing Home 
Care.” That is the heading— 

In line with the VA’s practice of discharging patients to nursing homes wher- 
ever feasible, stations requested to report the number of patients who could not 
be placed and the reason therefor. 

The first was: medically not feasible; two, lack of resources; three, 
lack of medical sources; and other reasons. Their responses disclosed 
that the majority of bed occupants, 77 percent of these 8,000-odd, 
could not be discharged to nursing homes. 

Mr. Grorcr. Because they were not available? 

Dr. Suaprro, They were not available, the finances were not there, 
medically they were too sick, even, for nursing homes, and so forth. 
I mean [I could speak for hours on it, and that is why I wanted to 
save the time. But I think many of your answers would be found 
here. 

It said only 20 percent had the lack of financial resources. Lack 
of community facilities, 12 percent. And in most of the others, they 
were almost too sick to go into nursing homes. 

Now, here is another note, on page 45, mentioning one hospital 
domiciliary center tried to meet this by the expansion of beds for long- 
term patients through conversions of beds presently being allocated 
to the domiciliary program. 

Now, this is in line with the Legion’s thinking in the resolution 
that we had adopted. We recognize that the Presidential limit of 
125,000 hospital beds is as far as we can see for the future. We have 
some 17,000-odd domiciliary beds in this country. Now, the mission 
of the domiciliary has been changing considerably. Where previously 
it was a home, a aruce-ty pe of home, for usually a man who could 
get around, but had no place to go, because of limited income and some 
medical disability. It is now changed to a place where most of the 
individuals are either old or quite sick; and as mentioned, 11 percent 
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of them right now actually do not belong in there, despite the number 
that are in the hospital. There are 600 to 800 of those transferred 
daily, occupying beds in hospitals. 

vies Kee. Dr. Shapiro, would you suspend for a moment ? 

I would like to recognize Congressman Barry to introduce his 

ests. He has four members of the Canadian Parliament with him. 

e would like to have the pleasure of meeting them. 

We are delighted to have you and want to thank you, Congressman 
Barry, for bringing your guests to our committee. 

Mr. Barry. Madam Chairman, it is a great privilege to present 
to you four members of the Parliament, the Canadian Parliament, 
who are in town. Some of them have been here before, but I would 
like to introduce each one. 

Mr. James R. Tucker of Newfoundland, Mr. Harold Danforth of 
Ottawa, Mr. Walter Dinsdale of Ottawa, and Mr. M. D. Morton of 
Ottawa. [Applause. ] 

Mr. Walter Dinsdale has to do with veterans’ affairs in Canada, 
and so it is an exceeding pleasure that we have him here to witness 
how we arrive at our laws in this country. 

Mrs. Ker. I am especially happy to meet the delegate from New- 
foundland, I had the pleasure of visiting Newfoundland about 4 
years ago, and I have never had a more delightful tour of a country. 
I want to return one of these days. 

We are certainly happy to welcome you to Washington and before 
our committee. We have all been to Canada, and we know you have 
a great country. We hope you enjoy your visit here with us. 

r. Drnspate. Thank you, Mrs. Kee. 

Speaking on behalf of the parliamentary group, so far as I am 
concerned this is a busman’s holiday. I am chairman of our Vet- 
erans’ Affairs Committee in the Canadian Parliament. 

Mrs. Ker. Wonderful! We feel quite honored to have you here. 

Dr. Suartro. It was brought out in this study that of the 1,710 
wie fell in this category, 87 percent could not be placed in nursing 

omes. 

We feel that perhaps instead of construction, as asked for in this 
resolution, some other plan could be used—either by providing suffi- 
cient funds so that the mission of the domiciliaries, especially those 
domiciliaries that are connected with hospitals; that is, these cente 
could have additional moneys given them for a nursing type care o 
units within them, or else in those hospitals where a certain number 
of beds or wards are vacant due to a change in the mission of the 
hospital, as has happened in‘tuberculosis cases, there be provision for 
this type of unit within there. 

But this is just for this pilot study, to start with, which will not 
haye too many people. In that way we think we can see what should 
be done with this type unit. Whatever should be done, though, we 
feel it should not encroach on the 125,000 beds. 

I think I have taken up enough time, so I will quit here, unless 
there are some questions. 

Mrs. Ker. We would like for the record, as I said a while ago, what- 
ever information you think would be helpful to us on the subject. 

Are there any questions, Mr, Everett or Mr. George? 

Mr. Gerorcr. Madam Chairman, I think we are all impressed with 
this resolution. But do you think they would be better even where 
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there oy nursing facilities that private that are not, sometimes satis- 
factory ? 

Better than satisfactory nursing homes? 

Mr. Grorce. No, the ordinary ones we must deal with. 

Mr. McDonaxp. Mr. George, I have had some personal experience 
with nursing homes over the last 10 months, And I do not think that 
under the best of circumstances they are truly satisfactory. We did 
our best to select one that had good facilities, good personnel, without 
too much regard for the cost. The cost was high. But even under 
the best of circumstances, the nursing home today is still a proprietary 
institution with a profit motive. And it was our experience at this 
time that the help was just a constantly changing picture. The help 
was recruited from persons on leave from mental institutions. I un- 
derstand that this is a practice in various places throughout the coun- 

And to me—I just hate to think of the impact of this tremen- 
dous load of the wartime veteran being put into any such situation. LI 
would far prefer to see the VA retain the authority for continued care 
of this type patient. 

At the same time, with this proposal, we are not stressing nursing 
care. We want the emphasis to remain on convalescent care and re- 
habilitative care. We would like to see all of them get back to an 
independent. living status. But we know that is impossible in all 
situations. 

Mr. Grorar. Thank you, Mr. McDonald. 

Mrs. Ker. Mr. Olson, we want to thank you and your. associates for 
being with us and for the help you have given the committee. 

Mr. Orson. We were very glad to be here, and I think the record 
should shew this is Mr. McDonald’s first appearance before your com- 
mittee, due to reorganization that has taken place due to attrition. I 
think he is going to appear before you many, many times. 

Mrs. Ken. He has made a very fine witness. 

Mr. McDonautp. Thank you very much. It was a great pleasure to 
have this opportunity. 

Mrs. Ker. Without objection, we will include in the record at. this 
poit a letter from the Veterans’ Administration to the Civil Service 
Commission and the reply of that agency concerning the payment to 
the Veterans’ Administration for hospital care under the new Federal 
employee health program. 

The letters referred to are as follows :) 


VETERANS’ ADMINISTRATION, 
OFFICE OF THE ADMINISTRATOR OF VETERANS AFFAIRS, 
Washington, D.C., February 16, 1960. 
Hon. OLIN E. TEAGUE, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D.C. 


Dear Mr. Teague: Pursuant to request of committee counsel, Mr. Patterson, 
I am furnishing the following quoted substance of my letter of October 20, 1959, 
to the Chairman, U.S. Civil Service Commission, concerning one aspect of health 
benefit plans under the Federal Employees Health Benefits Act of 1959: 

“Hospitalization in Veterans’ Administration facilities is furnished to any 
honorably discharged veteran of wartime service who is unable to defray the 
expenses of necessary hospital care provided such facilities are available (38 
U.S8.C., sec. 610(a)(1)). The veteran’s statement under oath of inability to 
defray necessary expenses is by statute made decisive with respect to the question 
of ability to pay (38 U.S.C., sec, 622). But it goes no further: This statutory 
provision has been construed by the Veterans’ Administration as being solely 
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for the benefit of veterans and not at all for the benefit of insurance companies, 
employers, or third party tort-feasors. A like view was succinctly stated by 
the appellate division of the Superior Court of New Jersey in the case of Stafford 
v. Pabco Products, Inc. (147 A. 2d 286, 289) in these words : 

“««* * * the purpose of the Federal statute and regulation thereunder is to 
insure that a veteran needing hospital treatment for a non-service-connected 
disability will 1..eive it without personal cost to himself, without benefiting any 
other person against whom the individual may have a claim for reimbursement.’ 

“The regulation promulgated by the Veterans’ Administration, pursuant to 
statutory authority (38 U.S.C. sec. 621), and referred to by the court is Veterans 
Administration Regulation 6048 (d),.38 C.F.R. 17.48 (d), 1959 Pocket Part, and 
reads as follows: 

‘“**Persons hospitalized pursuant to 17.47 (c) (1) or (d) (1) and (3), who it 
is believed may be entitled to hospital care or medical or surgical treatment or to 
reimbursement for all or part of the cost thereof, by reason of statutory, con- 
tractual, or other. relationships. with. third parties, including those liable for 
damages by reason of negligence or other legal wrong, will not be furnished 
hospital care without charge therefor to the extent of the amount for which 
third parties are or will become liable, and such patients will be requested 
to execute appropriate assignment or other instrument which will entitle the 
Administrator of Veterans Affairs, on behalf of the United States, to receive 
and to collect, directly or as assignee, from the third party or parties, to the 
extent of the amounts for which such third party is liable, the cost of such care 
and treatment as determined under the applicable rules and regulations, including 
medical fee schedules, of the Veterans’ Administration. The words “by reason 
of statutory or contractual relationship” as used in this paragraph include, but 
are not limited to (1) membership in a union, fraternal, or other organization 
(2) rights under a group hospitalization plan, or under any insurance contract 
or plan which provides for payment or reimbursement for the cost of medical 
or hospital care, and conditions the obligation of the insurer to pay upon payment 
or incurrence of liability by the person covered (3) “workmen’s compensation” 
or “employers’ liability” statutes, State or Federal (4) right to “maintenance and 
eure” in admiralty. Notice of the assignment will be mailed promptly to the 
party or parties believed to be liable. When the amount of charges is ascer- 
tained, bill therefor will be mailed such party or parties. If payment is not 
received in due course the matter will be referred to the proper chief attorney.’ 

“The total annual cost of the Veterans’ Administration hospital program has 
exceeded $700 million in recent years. The cost has been somewhat reduced 
by recoveries from third parties who have been legally liable for the expenses 
of the hospitalization furnished. Commercial insurance companies, generally, 
recognized their liability for Veterans’ Administration hospital costs under re- 
imbursable hospital insurance contracts of policyholders prior to the decision of 
the Court of Appeals for the 8th Circuit in the case of United States v. Saint 
Paut Mercury Indemnity Company, 238 F. 2d 594. In that case the U.S. Dis- 
trict Court for the District of Nebraska (133 F. Supp. 726) held: (1) That the 
terms of the policy excluded costs not ‘actually incurred’ by the insured (cf. 
Herrick v. Sayler, 160 F. Supp. 25 (U.S.D.C.N.D. Indiana)) and (2) that the 
Veterans’ Administration regulation was invalid. The court of appeals affirmed 
on the former ground alone. Prior to the Saint Paul decision, the Veterans’ Ad- 
ministration during fiscal year 1955 collected, by way of reimbursement or recov- 
ery, $3,192,042. During fiscal year 1956 (the Saint Paul decision was handed 
down December 1, 1956) we were able to reimburse our appropriation from this 
source in the sum, of $3,114,431. Since the Saint Paul decision, collections have 
been materially reduced. Total reimbursement from all sources during the 1957 
fiscal year dropped to $2,708,455; during fiscal year 1958, collections amounted 
to $2,063,957 ; and during fiscal year 1959 collections were further reduced to 
$1,357,314. Illustrative of the attitude of some insurers, subsequent to the Saint 
Paul. decision, are the attached copies of correspondence with Group Health 
Association, Inc. 

“The Veterans’ Administration entertains no doubt with respect to the validity 
of the quoted regulation. We recognize, however, the legal impossibility of inter- 
fering, by Federal statute or regulation, with the right of insurance companies 
and citizens to agree upon such wording of any specifie contract as would 
exclude liability for hospital costs upon any agreed basis—such as an exclusion 
ef Veterans’ Administration hospital costs—in spite of the fact that under- 
writers of health insurance contracts charge veterans the same premiums as 
nonveterans. 
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“The broad authority granted the Commission under Public Law 86-382 to 
negotiate health benefit plans for U.S. Government employees suggests the pos- 
sibility that with respect to such contracts, at least, the Commission may assure 
the adoption of such contract wording as will require the assumption of all 
liability for which premiums are paid, and avoid’ the possibility of any un- 
warranted imposition upon the Federal Government and any discrimination 
against veterans. 

“Any further information desired will be furnished upon request and Vet- 
erans’ Administration personnel will be designated to confer with representa- 
tives of the Commission concerning any aspect of the problem as to which con- 
ference may be deemed expedient.” 

Sincerely yours, 
Braprorp Morse, Deputy Administrator. 


U.S. Service CoMMISSION, 
Washington, D.C., November 3, 1959 

Mr. Braprorp Morse, 

Deputy Administrator, 

Veterans’ Administration, Washington, D.C. 


Dear Mr. Morse: This letter is in reply to yours of October 20, 1959, sug- 
gesting, in effect, that under the Federal Employees Health Benefits Act of 
1959, the Commission negotiate contracts which would require the carriers to 
cover hospitalization in Veterans’ Administration facilities provided under 38 
U.S.C. 610 et seq. 

This point was discussed in the hearings on the bill 8S. 2162 before the Com- 
mittee on Post Office and Civil Service of the House of Representatives during 
the testimony of Dr. Donald Stubbs, chairman of the board, Blue Shield Medical 
Care Plans. At least two members of the committee raised the question and 
witnesses for the Blue Cross and Blue Shield organizations made it quite plain 
that their practice was not to cover care received in Government hospitals. We 
know unofficially that commercial insurance companies follow the same practice. 

While we have not yet started contract negotiations with carriers, I feel that 
since the committee was aware of the problem but did not include any mandate 
with respect thereto in the law, we will find it extremely difficult and probably 
impossible to persuade the carriers to change their long-established practice of 
excluding coverages for medical care received in Veterans’ Administration facili- 
ties and other Federal, State, or local hospitals. However, be assured that I 
appreciate the Government’s and the Veterans’ Administration's financial in- 
terest, that this matter will not be overlooked during our contract negotiations, 
and that the feasibility of providing these coverages will be thoroughly explored. 

Sincerely yours, 
BARBARA GUNDERSON, Acting Chairman, 


Mrs. Ker. Without objection a letter I have received from Hon. 
Peter Frelinghuysen on the VA hospital at Lyons, N.J., will be 
inserted at this point. 

(The letter is as follows :) 


House of REPRESENTATIVES, 
Washington, D.C., February 19, 1960. 
Hon. Ouin E, TEAGUE, 
Chairman, Veterans’ Affairs Committee, 
House of Representatives, Washington, D.C. 


Dear Mr. CHAIRMAN: As a former member of your committee, I appreciate 
this opportunity te present some observations concerning the neuropsychiatric 
hospital of the Veterans’ Administration located in my district at Lyons, N.J. 

This hospital was constructed over 30 years ago, and with a rated capacity 
of 2,000 beds is, I believe, one of the largest VA hospitals in the country. Inci- 
dentally, over 60 percent of the patients are service-connected. Because of its 
age considerable expenditures are essential for maintenance purposes, In the 
fiscal year 1959 slightly less than $700,000 was spent for this purpose. Approxi- 
mately $750,000 was. available in the fiscal year 1960, and for the current fiscal 
year $757;293 has been allocated. Estimated requirements for maintenance 
during the fiscal year 1962 total $1,116,568. 
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After 30 years Lyons Hospital is urgently in need of renovation and moderni- 
zation. Efficiency cannot be maintained even with increasingly large expendi- 
tures for maintenance. On this basis of personal observation I feel a good case 
can be made for, among other things, a laboratory, a physical medicine and 
rehabilitation building, a chapel and a canteen building. Remodeling and air 
conditioning of the operating room also appear desirable. 

Under these circumstances I should like to suggest that Lyons Hospital be 
visited by a survey team from VA's central office together with representatives 
from the Bureau of the Budget. A thorough study by such a group would focus 
attention on the hospital’s pressing need for modernization. 


Sincerely yours, 
PETER FRELINGHUYSEN, Jr., 
Member of Congress. 


Mrs. Ker. Our next witness will be Mr. Francis W. Stover, Na- 
tional Legislative Director of the Veterans of Foreign Wars. 

Mr. Stover, we are happy to have you and your associates. Would 
you like to introduce them at this time? 


STATEMENT OF FRANCIS W. STOVER, DIRECTOR, NATIONAL LEGIS- 

LATIVE SERVICE, VETERANS OF FOREIGN WARS OF THE UNITED 
STATES (ACCOMPANIED BY DR. ROBERT BELL, MEDICAL CON- 
SULTANT; NORMAN JONES, DIRECTOR, REHABILITATION SERV- 
ICE; AND LYMAN CHADWICK, AREA SERVICE DIRECTOR) 


Mr. Srover. Yes.. Right here is the Director of our Rehabilitation 
Service. He is the former director of the Kansas State Veterans 
Commission, Norman Jones. 

Here is our medical consultant, a retired U.S. naval captain from 
the U.S. Naval Medical Service, Dr. Robert Bell, and there is Mr. 
Wyman Chadwick, who has spent many years traveling throughout 
the United States on behalf of our veterans, and who is one of our 
area service directors. 

I have a short statement here that I would like to make at. this time. 

Madam Chairman and members of the subcommittee, I deeply ap- 
preciate the honor and privilege to appear here this morning before 
this subcommittee to present the national viewpoint of the Veterans 
of Foreign Wars of the United States. For the record, my name is 
Francis W. Stover, and I am the legislative director of the Veterans 
of Foreign Wars whose membership consists of 1,300,000 oversea and 
combat veterans from every State in the Union. 

Generally speaking, the legislative objectives of the Veterans of 
Foreign Wars are formulated at and_controlled by the resolutions 
adopted at our most recent annual national convention. Last sum- 
mer at our 60th annual convention, which was held in Los Angeles, 
Calif., from August, 30 to September 4, 1959, several resolutions were 
adopted which are most pertinent to the operation of the hospital, 
aamieal and domiciliary programs administered by the Veterans 

Administration. <A digest of these resolutions reads as follows: 

1. Favoring number of authorized VA beds should be revised from 
125,000 to not less than 130,000. 

2. Occupancy rate of authorized VA hospital beds to be increased 
from the present 92 percent to the maximum consistent with good 
medical care. a 

3. Veterans of combat and wartime oversea service should be given 
in admission to VA hospitals for non-service-connected dis- 
abilities, 
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4. Eligibility to hospitalization and domiciliary care by the Veter- 
ans’ Administration for veterans of ‘campaigns and expeditionary 
service should be established by legislative action. 

5. Restrictive recommendations. pertaining to hospitalization of 
veterans in VA facilities proposed by the American ical Associa- 
tion or any other group should be vigorously opposed. 

6. Veterans in receipt of non-service-connected pension be furnished 
aa in VA out-patient clinics for non-service-connected dis- 
abilities. 

7. The Veterans’ Administration should continue to expand and 
improve its geriatric program. 

8. Additional VA hospital facilities sufficient to afford care of all 
eligible veterans should be constructed as expeditiously as possible, 
with special consideration accorded known areas of concentrated 
veteran population. 

9. The VA should more effectively implement the expressed policy 
of immediate admission of acutely ill veterans. 

10. The VA should include in its hospital admission policy accept- 
ance and retention of chronically ill terminal cases. 

11. The Administrator of Veterans’ Affairs should be required to 
annually report directly ot the Congress the estimated number of hos- 
pital and domiciliary beds needed during the succeeding 5 years to 
provide necessary care for eligible veterans. 

12. Seeking the construction or expension of various VA hospitals 
and new construction as follows: 

(a) Phoenix, Ariz. (G.M. & S. and NP). 

(6) Sacramento, Calif. (NP). 

Oakland, Calif. (G.M. & S.). 

(d) Lake City, Fla. 

(e) Bay Pines, Fla. 

(f) Coral Gables, Fla. 

g) Evansville, Vanderburgh County, Ind. 

h) AYbuquerque, N. Mex. 

(z) Columbia, S8.C. 

(7) 14th or 15th Con ional District of Texas (G.M. & S.). 

) Gainesville, Fla, (N 

7) Queens or Nassau County, New York (NP). 

Next to compensation for service-connected disabilities, hospital 
and medical treatment is the most. precious benefit granted to wartime 
veterans. Everyone agrees that with the average age of the World 
War IT veterans, now approximately 40 years of age, that the next 
decade will:see a larger percentage of the World War IT veterans 
needing and seeking hospitalization. Coupled with this, will be the 
World War I veterans, many of whom will require long-term treat- 
ment. Many new and vexing problems’ will ‘arise, some of which 
cannot be anticipated at this time. Regardless of what eventually 
transpires, the VFW firmly believes there is an obligation on the part 
of our Government to provide hospitalization and medical treatment 
for those veterans who cannot afford to pay for such treatment. We 
believe the present hospital program is sound and reasonable. We 
believe veterans, because they were induéted into the service, sent ‘all 
over the world, and ordered to perform almost any kind of duty— 
all without any right or determination of their own—are a special 
class of citizens, having faithfully performed the highest degree of 
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citizenship. We believe, therefore, hospital and medical treatment 
is a precious benefit: bestowed by a grateful people in recognition of 
this service rendered by these veterans. 

At this time Mr. Jones will explain in more detail some of the 
- i recommendations and suggestions of the Veterans of Foreign 

ars which we feel will help to solve some of the problems surround- 
need for more medical treatment. 

rs . We will be glad to hear from Mr. Jones. 

Mr. Jones. Madam irman and members of the committee, the 
Veterans of Foreign Wars of the United States is, as I am sure you 
know, keenly interested in the VA hospital and medical program. We 
believe the privilege of receiving hospital care and treatment is one 
of the most important and basic benefits provided veterans by the 
Federal Government. 

Resolutions read and placed in the record by Mr. Stover include 
several important and meritorious recommendations for liberalization 
of hospital and medical benefits for individual veterans and for cer- 
tain Peiitalicn priorities for combat and oversea veterans. I shall 
not dwell on these individual recommendations, as I desire to com- 
ment primarily on factors involved in the management of this vital 
program. I do.wish, however, to urge your thoughtful consideration 
of the individual recommendations contained in the several resolutions 
concerning this subject adopted by the last national convention of 
the Veterans of Foreign Wars. 

Several years it became evident that the physical condition of 
VA hospitals and domiciliary facilities, including buildings and equip- 
ment, was rapidly deteriorating. In 1957 the then commander in 
chief of the Veterans of Foreign Wars, Mr. Richard L. Roudebush, 
directed the National Rehabilitation Service to conduct an on-the-spot 
survey of each hospital and domicilary facility. This survey was ac- 
complished by our department service officers, other department offi- 
cers, and some qualified VF W members with the complete cooperation 
of Veterans’ Admminintentinn Central Office and concerned field station 
officials. The results of this survey were tabulated and the individual 
reports were compiled into two bound volumes each more than 3 inches 
thick, While this report did not include cost estimates, the mag- 
nitude of the findings clearly supported our contention that a com- 

rehensive repair and renovation program was imperative. We be- 
leve this VFW survey and report encouraged further study of this 
proniesh, and we are pleased that the President’s 1961 fiscal year 

udget. includes $75 million as the first installment of a 12-year plan 
of renovation and replacement. of existing facilities. We commend 
the, Administrator of Veterans’ Affairs, Sumner G. Whittier, for his 
diligence in conducting a VA study of the condition of VA hospitals 
and domiciliary facilities, and in obtaining approval. ofthis plan. by 
the Bureau of the Budget. We also appreciate the deep interest and 
effective efforts. of the House Committee on Veterans’ Affairs in this 


. The VFW was encouraged by the 125,000 hospital bed limitation 
and flexible adjustment program established by Presidential decree in 
February 1959. . We believe this figure is not adequate, but it does to 
a large extent stabilize the program because. it included the tremen- 
-dously im ¢ provision that within this limitation, the Adminis- 
trator of pea Affairs can close and open beds in accordance with 
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treatment and geographical needs. It is our recommendation that 
additional VA hospitals sufficient to care for all eligible veterans be 
constructed as expeditiously as possible with special consideration 
accorded known areas of concentrated veteran population as well as 
those areas experiencing an increasing influx of veterans from other 
parts of the country. hile the present. limitation of 125,000 beds 
may be sufficient for adjustments within existing facilities, including 
building and complete replacements with slightly increased capaci- 
ties, we believe it essential that the limitation be increased to not less 
than 130,000 beds in order to provide a. margin for additional hospitals 
which in our opinion are desperately needed now, 

In considering the need for additional hospitals, we recommend that 
the Administrator of Veterans’ Affairs be required, and permitted, to 
annually report directly to the Congress the estimated number of 
hospital and domiciliary beds needed during the succeeding 5- or 10- 
year period accompanied by survey reports indicating the geographical 
areas of greatest need. 

Last October, VF W Commander in Chief Louis G. Feldmann, ap- 
pointed a Medical and Fiscal Advisory Committee composed of emi- 
nently qualified physicians, an attorney, and a public accountant, to 
study several phases of the VA hospital and medical program, and to 
submit findings, conclusions, and recommendations. This committee’s 
primary purposes, in accordance with instructions from the Com- 
mander in Chief, were to recommend ways which, if adopted, would 
perent the care of more eligible veterans in the same facilities at. the 

owest cost consistent with top quality medical care, as well as recom- 
mendations designed to provide adequate care facilities for chronically 
ill aged veterans during the next several decades. 

The VFW study committee determined that reduction in average 
length of hospital stay in VA facilities with resulting increased turn- 
over rate is one means of providing hospital care for more veterans. 
The committee studied reports and contentions of other groups con- 
cerning comparison of average ni Ve of stay in VA hidepitats with 
non-VA facilities. The committee did not agree with one report that 
the average length of stay in VA GM & S hospitals is almost five times 
as long as in non-Federal hospitals. The committee recognized that 
certain factors partially or entirely uncontrollable by the VA result in 
at, least some unavoidable excessive length of stay in VA hospitals as 
compared to other hospitals, Nevertheless, the committee concluded 
that the existing difference is neither justified nor unavoidable. They 
recommended to the Administrator of Veterans’ A ffairs that he insure 
full compliance with the adequately stated current VA policy concern- 
ing length of stay and that each patient should be released at the earli- 
est possible date after completion of necessary inpatient treatment 
consistent with all factors affecting the patient’s health and welfare. 

The VFW desires that each veteran admitted to a VA hospital 
receive the best possible care to the extent needed as an inpatient 
but does not want a patient retained longer than necessary and thus 
delay the timely admission and treatment of another eligible veteran. 
‘The VFW recommends that the Congress enact legislation authoriz- 
ing necessary examinations prior to admission to VA hospitals and 
necessary care in VA outpatient clinics or by private physicians 
during convalescence following release from a period of inpatient 
care. Such authority would obviously permit the VA to substantially 
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reduce the average length of hospital stay of such patients and thus 
permit the admission and treatment of a greater number of eligible 
veterans, 

The VFW is aware of the tremendous problems involved in plan- 
ning for the care of aged citizens, particularly as the number of this 
group increases greatly in future years. For instance, availability 
of physical facilities and desires of individuals concerned are impor- 
tant issues. Without considering changes in eligibility Sarenest 
treatment techniques, and economic and social factors, it is estima 
that the VA will have 189,600 non-service-connected GM & S and 
neurological patients as of June 30, 1986, if adequate facilities are 
available. Basically, this entire group will be chronically ill and aged. 
veterans at that time. The VFW is convinced that the problem of 
caring for aged veterans must be accomplished by appropriate legisla- 
tion increasing VA facilities and by better utilization of all VA facili- 
ties. We wish to commend the Administrator of Veterans’ Affairs for 
directing the policy and evaluation staff of the VA to study the 
future needs for care facilities for aged veterans, and for establishing 
an intra- VA. committee on problems of aging veterans. 

The VFW recommends that Congress enact legislation authorizing 
outpatient treatment, including hometown care, for all non-service- 
connected war veterans in receipt of pension payments, thus enabling 
many indigent aged veteran. to receive necessary treatment on an out- 
patient basis without the necessity of institutional care. 

We also strongly recommend that the Congress of the United States 
authorize construction, as needed in the future, of an adequate num- 
ber of proper facilities for long-term care on the physical grounds 
of selected existing VA hnonbitals where adequate building areas and 
other facilities are available. We urge early authorization of at least 
a few prototype facilities for this purpose so that they might. serve 
as a basis of a pilot study to evaluate the feasibility of such additional 
facilities. We believe that vacant sections of several existing facilities 
could be converted for long term care of aged chronically ill veterans 
to partially meet the immediate needs before completion of con- 
struction of initial facilities of this type. 

While we have not conducted a survey for the specific purpose of 
determining to what extent existing facilities could properly be re- 
converted for this p without reducing the number of beds avail- 
able for care of aeately ill veterans, we wish to invite the committee’s 
attention to the VA hospital at Butler, Pa. VFW officials conducted 
a survey of this facility in October 1959, and as a result thereof, it 
is our opinion that not less than 500 vacant beds in the Butler Hospital 
could be converted for long-term care at moderate cost, We believe the 
Administrator of Veterans’ Affairs should conduct a survey and sub- 
mit to the Congress of the United States a list of all facilities which 
could be so converted indicating the convertible capacity of each 
location. 

It is our recommendation that the expanded intermediate or long- 
term care program be separately identified and should not be charged 
to the present 125,000-bed ceiling. To include such facilities within 
the present bed ceiling would obviously require a substantial increase 
in such ceiling. 

The VFW believes that the present system of allocating funds on 
a quarterly. basis in accordance with anticipated average daily patient 
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loads is unrealistic and not conducive to economical operation. It 
is recommended that each hospital and domiciliary facility be allo- 
cated funds on a fiscal year basis, without quarterly limitations, with 
authority delegated to each station manager, to expend funds as needed 
for the care of actual: patient loads during the year. The VFW 
further recommends that a small percentage of the amount appro- 
priated for all VA hospitals and domiciliary facilities be assigned 
to the area medical office concerned and be allocated as needed to in- 
dividual facilities at the sole discretion of the area medical director. 

The VFW Medical and Fiscal Advisory Committee studied various 
comparisons of VA per patient day costs with costs in other facilities 
and concluded that the VA rates, after adjustments to insure compari- 
son of like items, in general medical and surgical hospitals are ap- 
proximately $8 per day lower than in all rion Pedaral .M. & S. hos- 
en and about $10 per day lower than in other short-term G.M. & S, 

ospitals. The committee was primarily interested in G.M. & S. hos- 

itals and attempted no comparison of TB and NP care costs although 
the VF'W recognizes the tremendous accomplishments of the VA in 
these fields during recent years. The committee submitted no recom- 
mendations for specific action concerning VA costs except to urge the 
VA to be consistently alert to achieve even greater efficiency and 
economy of operations with resulting lower costs. 

The VF'W is of the opinion that medical research is an integral and 
necessary part of the VA hospital and medical Lich Phone Medical 
research conducted by the VA results in better medical care, not only 
for veteran patients but is also of inestimable value to all citizens. 
The committee recognizes that many outstanding doctors affiliate and 
remain with the VA primarily because of the excellent-VA research 
and training programs. 

The VFW recommends that the VA medical research program be 
continued and that it be expanded as justified and as requested by the 
Veterans’ Administration. The committee further recommends that 
funds needed and requested for the care and treatment of veteran 
patients and for medical administrative expenses not be reduced by 
reason of funds appropriated for medical research either within the 
limitation of the VA’s request or in any excess of requested funds. 
The VFW further recommends that appropriations for medical re- 
search by the VA not be considered a part of the cost of treatment 
and care of veteran patients or the veterans benefits program in gen- 
eral, and that such appropriations be clearly identified as separate 
appropriations specifically for medical research. 

Je, in the Veterans of Foreign Wars, are acutely aware of the con- 
stant allegations in the press that many veterans who are fully able 
to pay for necessary hospital care and treatment are treated in VA 
hospitals for non-service-connected conditions. Occasionally, a press 
article cites alleged facts. In most such articles the allegations are 
general and are not supported by individual case details. 

Results of various studies, including a report of a study by the 
General Accounting Office of 1,100 cases, certainly do not substantiate 
any contention that many veterans with large incomes or estates are 
availing themselves of free care in VA hospitals despite obvious 
ability to pay for necessary care and treatment in private hospitals. 
We recognize that doubtless a relatively small number of veterans 
able to pay for care in private hospitals have received treatment in 


995 


VA hospitals. The VFW does not condone any single case of abuse 
of the privilege of hospitalization or any other benefit program. We 
strongly recommend against any statutory amendment directed toward 
the curtailment of abuses. e believe current administrative safe- 
guards are sufficient. We do urge constant vigilance on the part of 
the Veterans’ Administration, officers and members of the Veterans 
of Foreign Wars, and all others concerned to further minimize the 
limited number of abuses of this privilege. 

Mr. Stover. Madam Chairman, this concludes our presentatio 
with the exception of the request of the privilege to insert a copy o 
the report of the medical advisory committee in the record, and ex- 
press our appreciation for your kind attention. 

Mrs. Kez. Without objection, it is so ordered. 

(The report referred to is as follows :) 
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VETERANS OF FOREIGN WARS OF THE UNITED STATES 


Report OF MEDICAL AND Fiscan Apvisory COMMITTEE CONCERNING VETERANS’ 
ADMINISTRATION HOSPITAL AND MEDICAL PROGRAM 


February 5, 1960 


The committee has completed an analytical study of the VA hospital and 
medical program, and submits the following findings, conclusions, and recom- 
mendations: 


LENGTH OF HOSPITAL STAY 


Although the committee has not in the relatively short time available for its 
studies found it possible to compare average length of stay in VA hospitals with 
average length of stay in other hospitals, particularly short-term private hospitals 
for many diagnostic categories, it is believed that the following comparisons, 
although limited, warrant the conclusion of the committee that a difference 
adverse to the Veterans’ Administration does exist. VA Officials have stipulated 
that average length of stay in VA hospitals is longer than in private hospitals. 


Average length of hospital stay 


VA Non-VA hospitals 


The Council on Medical Service of the American Medical Association. claims 
that the average length of stay in VA G.M. & S. hospitals is almost five times as 
long as that in non-Federal hospitals. There are obvious fallacies in such a 
conclusion. It is obvious, for instance, that the VA has a greater percentage of 
long-term G.M. & S. patients than do non-Federai G.M. & S. hospitals. The same 
report of the Council of Medical Service of the AMA shows an average cost 
per patient of $185.72 in non-Federal G.M. & 8. hospitals with an average of 
$178.49 for short-term patients and $1,350 for long-term patients. Ostensibly, 
if the percentage of long-term patients were significant it would increase the 
average cost to a figure much higher than $185.72 per patient. 

The VA contends there are many reasons which at least partially explain and 
to a great extent justify the increased length of stay in VA hospitals. For 
instance, the average age of veteran patients in VA hospitals continually increases 
without offset, by new groups of young patients. Additional time for examina- 
tions and diagnostic procedures after admission is often. necessary whereas in 
private hospitals frequently the patient’s private physician has conducted much 
of such work prior to admission to a hospital. The VA retains patients longer 
than would otherwise be necessary to complete treatment because of lack of 
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legal authority to authorize care during the convalescent. period in most in- 
stances, whereas patients in private hospitals are usually discharged to their 
homes after a shorter stay with followup care by their private physician. 

‘VA is precluded by law from furnishing outpatient care to non-service- 
connected veterans prior to admission and following release. The VA has 
established a completion of bed occupancy status program which permits the 
VA to recall the patient to the hospital for 1 day or more for followup 
examination and treatment, even in non-service-connected cases. However, this 
procedure is not practical if the patient lives a considerable distance from the 
hospital. 

The preparation of comprehensive records for rating and other VA purposes 
may require some additional time. Some managers with vacant hospital beds 
and with patient loads below the planned average for the period concerned may 
tend to purposely retain patients longer than necessary to preserve a high daily 
patient load for budget purposes. Sometimes ward physicians may not find it 
possible to do the work necessary for release of all patients ready to be released 
on a certain day and for that reason some patients may be retained a day or two 
longer than necessary. 

While some of the factors affecting length of stay in VA hospitals may 
justify an average length of stay in excess of that of other hospitals, the com- 
mittee definitely concludes that there should and can be substantial improvement. 

The committee recommends that the Veterans of Foreign Wars sponsor and 
vigorously support iegislation to suthorize outpatient treatment for all non- 
service-connected veterans in receipt of pension and also specifically for necessary 
examinations prior to admission to VA hospitals and for care during the period 
of convalescence following release therefrom. The committee urges the Adminis- 
trator of Veterans Affairs to insure meticulous compliance with the stated VA 
policy concerning length of stay, and that each patient is released at the 
earliest possible date after completion of necessary inpatient treatment con- 
sistent with all factors affecting the patient’s health and welfare. 


CARE OF AGED CHRONICALLY ILL VETERANS 


While there were only 3 million Americans over the age of.65 in 1900, there 
are now 16 million today and there will be an estimated 20 million in 1970. As 
of November 30, 1958, the average age of veterans in VA hospitals was 51.8 years. 
As of April 30, 1959, there were 8,670 patients in the geriatric and long-term 
care programs of the Veterans’ Administration. Sixty-two and four-tenths per- 
cent of all patients have been in VA hospitals 90 days or more. The VA estimates 
that 2,003 patients (including NP patients) now in VA hospitals could be cared for 
in acceptable nursing homes. Without considering changes in eligibility require- 
ments, treatment techniques, and economic and social changes, it is estimated 
that the VA will have 189,600 non-service-connected G.M. & 8. and neurological 
patients as of June 30, 1986, if adequate faciilties are available. Basically, this 
entire group will be chronically ill, aged veterans at that time. 

The committee is aware of the tremendous problems involved in planning for 
the care of aged citizens, particularly as the number of this group increases 
greatly in future years. Financing availability of physical facilities and desires 
of individuals concerned are important issues. The committee is convinced that 
a solution to the problem of caring for aged veterans must be accomplished by 
appropriate legislation increasing VA facilities and by better utilization of all 
VA facilities. 

The Administrator of Veterans’ Affairs has recently established an intra-VA 
committee on problems of aging veterans. Subcommittees of this committee 
will submit reports of their assigned studies to the policy and evaluation staff 
of the Veterans’ Administration. The policy and evaluation staff will submit 
recommendations to the Administrator which he may at his discretion submit 
to the Bureau of Budget, the President of the United States, and the Congress 
of the United States. 

The committee recommends that the Veterans of Foreign Wars sponsor and 
support legislation authorizing outpatient treatmenc, including hometown care, 
for all non-service-connected war veterans in receipt of pension payments. The 
committee further recommends that the Veterans of Foreign Wars urge the 
Congress of the United States to authorize construction, as needed, of an ade- 
quate number of proper facilities for long-term care of aged chronically ill 
and financially distressed veterans on the grounds of selected existing VA 
hospitals where adequate building areas and other facilities are available. 
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The committee believes the Administrator of Veterans’ Affairs, if permitted to 
do so, can furnish the Congress of the United States with tentative projected 
needs for such facilities. 

The committee recognizes that any partial solutions of the problem of caring 
for aged citizens, by Federal legislation or otherwise, will have some effect on the 
specific needs of such facilities for chronically ill aged veterans. 


BUDGET AND BUDGET PROCEDURES 


Initial individual hospital budget requests are prepared by field station man- 
agers. Area medical directors study budget. requests and recommend changes 
before submission to the VA central office. Numerous conferences involying VA 
central office personnel, area medical directors, and hospital managers, for 
analytical discussion of budget requests are conducted. The incumbent Adminis- 
trator of Veterans Affairs personally attends some of these meetings and criti- 
cally questions numerous items. After approval by the Administrator of Veter- 
ans’ Affairs, subject to approval of the Bureau of the Budget, individual hospital 
budget requests are combined and become part of the VA budget as included in the 
President's budget message to the Congress of the United States. 

The conclusion that per patient day costs are reasonable, contained in another 
part of this report, indicates that budgets of VA hospitals, as finally approved, 
are not excessive as compared to services performed. The survey of the physical 
condition of VA hospitals conducted by the VFW National Rehabilitation Service 
in 1957, and the more recent similar survey conducted by the VA, demonstrated 
without question that funds for maintenance, repair, and renovation of existing 
facilities, including major projects involving replacement of complete buildings 
or hospitals, have been totally inadequate. ‘The 1961 fiscal year budget request, 
as contained in the President’s budget recently submitted to the Congress pro- 
vides for $75 million for renovation and repair projects in accordance with a 12- 
year plan, concurred in by the Bureau of the Budget, to improve the physical 
condition of existing hospitals and domiciliary facilities. While this represents 
a substantial increase over previous budgets, it is far below actual needs. 

From comments received from reliable sources, including observations of 
several department service officers, it is the opinion of the committee that some 
hospitals retain patients longer than required for treatment purposes and pro- 
cedures and problems associated with discharge of patients. It appears that 
some hospitals, particularly those operating well below capacity, are inclined to 
retain patients longer than necessary in order to maintain a higher average 
patient load for prospective budget purposes. The committee also believes that 
hospitals with extensive training programs frequently retain patients for obser- 
vation purposes after completion of necessary in-patient treatment, in order to 
provide more complete training. Likewise, some patients are doubtlessly re- 
tained longer than necessary because of requirements of certain research projects. 

The committee also recommends that the commander in chief urge the Con- 
gress of the United States, through the Committee on Veterans’ Affairs of the 
House of Representatives, to express an interest in this subject through the 
medium of an incisive inquiry directed to the Administrator of Veterans’ Affairs. 
The committee also recommends that the Committee on Veterans’ Affairs con- 
sym i feasibility of conducting a direct study of this problem in selected VA 

ospitals. 

The committee believes that the present system of allocating funds on a quar- 
terly basis in accordance with anticipated average daily patient loads is unreal- 
istic and not conducive to economical operation. It is recommended that each 
hospital and domiciliary facility be allocated funds on a fiscal year basis, with- 
out quarterly limitations, with delegated authority to each station manager to 
expend funds as needed for the care of actual patient loads during the year. 

The committee further recommends that a small percentage of the amount 
appropriated for all VA hospitals and domiciliary facilities be assigned to the 
area medical office concerned and be allocated as needed to individual facilities 
at the sole discretion. of the area medical director. 


COMPARATIVE COSTS 


Because of humerous variances as to individual factors included, comparisons 
of dollar and cents per patient day costs in VA facilities with costs in other 
hospitals is difficult and fraught with danger of miscalculations and erroneous 
conclusions. The following per patient day cost figures, however, are believed 
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purpose of the committee’s study of this subject : 


to be as reasonably accurate and current as are available and acceptable for the 


Average for 
all 


VA hospitals: 


The cost figures for non-VA hospitals; shown above, are quoted from the 
August 1, 1959, issue of the Journal of the American Hospital Association. The 
committee is of the opinion that a comparison of the per-patient day cost in 
State and local government hospitals with VA costs is not proper because of 
the inclusion of many State mental hospitals operating at minimum cost and 
providing only custodial care. It is probable that the cost figures for non-VA 
hospitals, particularly for private hospitals, include some items, such as possibly 
amortization of capital improvements not included in the VA statistics. How- 
ever, the most significant difference, in the opinion of the committee, is the fact 
that VA hospital cost figures include all costs of care and treatment, including 
salaries of physicians and surgeons. The Council on Medical Service of the 
American Medical Association concedes that the VA per diem rates, after adjust- 
ments to insure comparison of like-cost items, in general medical and surgical 
hospitals are about $8.36 lower than in all non-Federal G.M. & 8. hospitals, and 
about $10.18 lower than in short-term G.M. & S. hospitals. Comparison of 
total per patient day costs are not as favorable to the VA because of the greater 
average length of stay in VA hospitals. This problem, however, should be 
approached by efforts to reduce the average length of stay in VA hospitais and 
proper recommendations to accomplish this objective are contained in another 
part of this report. 

The committee concludes that VA per patient day costs compare favorably 
with costs in other facilities and submits no recommendation for specific action 
but does urge the Veterans’ Administration to be constantly alert for the purpose 


of achieving-even greater efficiency and economy of operations with resulting 
lower costs. 


MEDICAL RESEARCH PROGRAM 


The VA is currently conducting approximately 6,000 major and minor research 
projects. The 1960 fiscal year appropriation for research is $18,410,437. It is 
obyious that the actual cost of VA medical research is much greater than this 
amount because of nonprorated salaries and other expenses. The VA is now 
conducting studies to determine the total cost of all research projects. The VA 
has signed a contract for a survey of its medical research program by the 
National Academy of Sciences. The survey is to consider the professional] and 
administrative aspects of the medical research program and submit recommenda- 
tions to make the program more effective. This study will also serve as a basis 
for determining the proper role of the VA research program in the overall com- 
plex of Federal Government sponsored research. The Senate recently estab- 
lished an advisory committee of eminently qualified private citizens, most of 
whom are prominent physicians associated with medical research and training, 
to survey the entire structure of medical research in which the Federal Govern- 
ment is involved by direct participation or indirectly by financial support. It 
is estimated that approximately $1 billion is expended annually for medical 
research. The National Institutes of Health are currently spending approxi- 
mately $400 million for medical research by direct expenditures or allocations 
to public and private research groups. 

The committee is of the opinion that medical research is an integral and 
necessary part of the VA hospital and medical program. Medical research 
conducted by the VA results.in better medical care, not.only for yeteran patients, 
but is also of inestimable yalue to all eitizens. The committee recognizes that 
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many outstanding doctors affiliate and remain with the Veterans’ Administra- 
tion primarily because of the excellent VA research and training programs. 

The committee recommends that the VA medical research program be con- 
tinued and that it be expanded as justified and as requested by the VA. The 
committee further recommends that funds needed and requested for the care 
and treatment of veteran patients and for medical administrative expenses not 
be reduced by funds appropriated for medical research either within the limita- 
tion of the VA’s request therefor or in excess of requested funds. The com- 
mittee further recommends that appropriations for medical research within the 
VA not be considered a part of the cost of treatment and careo f veteran patients 
or the veterans benefits program in general, and that such appropriations be 
clearly identified as separate appropriations specifically for medical research. 


ABUSE OF HOSPITALIZATION PRIVILEGE 


The members of the committee are acutely aware of the constant allegations 
in the press that many veterans who are fully able to pay for necessary care 
and treatment are treated in VA hospitals for non-service-connected conditions, 
Occasionally, without identifying the case, a press article cites actual facts. 
In many such articles, the allegations are general and are not supported by 
individual case details. 

The committee has studied with interest a report of the General Accounting 
Office on ability of veterans to pay for hospitalization for non-service-connected 
disabilities as published in House Committee Print 232, 84th Congress, 2d ses- 
sion. Admittedly, this report cites a few cases in which veterans with ex- 
tremely high income or very substantial net worth received treatment for 
non-service-connected disabilities in VA facilities, even though they obviously 
could have paid for such care in private facilities. Im many such cases reason- 
able men would disagree as to whether there was in fact any violation of the 
spirit or intent of the provision that a veteran is eligible for care for a non- 
service-connected condition only if he is unable to pay for necessary care. 

The General Accounting Office report indicates that of 1,100 cases studied, 56 
had income in excess of $5,000; 24 in excess of $6,000; but only 11 had income 
in excess of $7,000; 168 of the 1,100 veterans involved had a net worth in excess 
of $5,000; 71 had a net worth in excess of $10,000; 25 had a net worth in excess 
of $15,000; but only 11 had a net worth in excess of $20,000. These figures do 
not substantiate any contention that many veterans with large incomes and/or 
substantial net worth and who are able to pay for treatment in private hospitals 
are nevertheless availing themselves of free care in VA hospitals. The com- 
mittee recognizes that a relatively small number of veterans who have received 
treatment in VA hospitals for minor conditions requiring treatment for a com- 
paratively short time could have paid for the necessary treatment in private 
institutions. 

Since 1954, 1,801 applications have been referred to the General Counsel of the 
VA because local hospital managers were of the opinion that the veteran appli- 
cants could pay for necessary care notwithstanding individual certification to 
the contrary. The General Counsel has referred 102 cases to the Department of 
Justice for action. The VA has instituted several policies and procedures de- 
signed to curtail abuses. At the time of admission any veteran seeking care for 
a non-service-connected condition, who is required to sign an oath of inability in 
pay, is advised of the approximate cost of necessary care in private hospitals in 
that area. This information enables the veteran applicant to more properly de- 
termine his answer to the question as to ability to pay. The VA has categorically 
assigned low admission priority to veterans who have adequate hospitalization 
insurance and those needing treatment for industrial illness or injury for which 
they are entitled to adequate care and treatment under the workmen’s compensa- 
tion programs of the various States. 

In a few cases the cot of care and penalty, usually in the amount of $2,000, 
has been recovered under the False Claims Act of 1921. In a recent case of 
U.S. v. Borth, the court ruled that an application for admission to a VA hospital 
is not a claim for money or property and, therefore, 1:0 action against an individ- 
ual concerned under the False Claims Act of 1921 is possible. 

The members of the committee fully recognize that the Veterans of Foreign 
Wars does not condone abuse of the privilegeo f hospitalization or any benefit 
program by any veteran, and they do not individually condone any such abuse. 
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It is the unanimous and adamant opinion of the members of the committee that 
only an insignificant number of abuses of the privilege of hospitalization actu- 
ally occur. The committee does not recommend any statutory amendment di- 
rected toward the curtailment of abuses. The committee does, recommend con- 
stant vigilance on the part of the Veterans’ Administration, officers and members 
of the Veterans of Foreign Wars, and all others concerned to further minimize 
the limited number of abuses of this benefit. 


RECORDS OF CARE AND TREATMENT 


The committee is of the opinion that generally records of care and treatment 
of veteran patients in VA hospitals are more detailed and voluminous than rec- 
ords of patients treated for similar conditions in private hospitals, The VA 
must record detailed medical history and conduct various examinations and 
diagnostic procedures and studies at the time of admission. In private hospital 
care, patients’ private physicians do much of the preliminary workup and diag- 
nostic tests and maintain records thereof prior to admission of the patients to 
private hospitals. 

It is necessary that records of care of patients in VA hospitals be sufficiently 
complete to enable the hospitals to meet accreditation requirements. Detailed 
records are necessary for claims rating purposes. The VA protects itself by ade- 
quate records against claims, including possible legal action, based on alleged 
negligence or malpractice. The committee understands that for most purposes 
hospital summaries are sufficient and that such summaries are generally reuson- 
ably brief as compared to the entire individual records. 

The committee concludes that hospital records of individual cases of veteran 
patients treated in VA hospitals are not excessive in view of the peculiar respon- 
sibilities and problems of the VA. The committee believes that any specific rec- 
ommendation to reduce records of hospital treatment might adversely affect the 
interest of veteran patients, particularly with respect to rating of compensation 
and pension claims. However, the committee recommends that the VA constantly 
review and revise policies and requirements with respect to records consistent 
with the VA’s legal and moral responsibilities and without adversely affecting 
treatment or other rights of veteran patients. 


RELEASE OF VA MEDICAL RECORDS 


With the exception of the amount of compensation or pension of any benefici- 
ary, all information contained in the records of the VA is privileged and con- 
fidential im accordance with section 3301, title 38, United States Code. 
Information may be disclosed to a widow, widower, child, or dependent parent 
or other claimant, or the duly authorized representative of any of these persons 
as to matters concerning such person alone, when such disclosure will not be 
injurious to the physical or mental health of the person to whom the inquiry 
relates. If the person concerning whom the information is sought is deceased, 
matters concerning such person may. be disclosed to the next of kin, if the 
disclosure will not be injurious to the physical or mental health of the person 
in whose behalf the information is sought, or cause repugnance or resentment 
toward the decedent. 

A complete transcript or résumé of military and naval service and related 
medical records (including clinical records and social data) may be released 
upon request of the veteran if not considered injurious to the physical or mental 
health of the veteran, and also may be released upon request to the next of kin 
or legal representative when the veteran is deceased, if the information will not 
be injurious to the physical or mental health of the next of kin, or detrimental 
to the memory of the veteran and not prejudicial. This does not refer to the 
release of the complete medical records. The VA will not release the complete 
medical records to the legal representative of a survivor for litigation purposes 
without a court order, nor will they release such records to the opposing counsel. 
If a court issues a subpena fer VA medical records, a representative of the VA 
Chief Attorney’s office accompanies the record to the court and retains complete 
control of the record in; the, court,, It is intended that, he.be the only person 
authorized to read from the actual record, Such representative will disclose no 
information even from subpenaed records unless the question is so phrased that 
an answer can be. made from the records by such representative. 
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The committee believes that VA policy is generally in accordance with statu- 
tory provisions concerning this subject although possibly more restrictive than 
required by reasonable interpretation, sound administration, and good judgment. 
The committee, however, concludes that the number of cases in which release 
of the complete medical files without subpena would be in the best interest of 
living veterans or survivors of deceased veterans is limited and does not warrant 
a recommendation for revision of section 3301, title 38, United States Code. 


William BP. Moody, M.D., Chairman, George N. Arbeene, M.D., Thomas 
J. Kelly, M.D., Farris D. Evans, M.D., Frank G. Hahn, Counsel, 
Guy C. Richardson, M.D., John Cavender, M.D., Bernard E. 
Bolotoff, M.D., Francis M. Skaff, Public Accountant. 

Mr. Jones. Our commander in chief, Mr. Feldmann, would have 
been here today, but he is departing in the near future for an extended 
oversea tour, and he has asked that I read a paper not officially asso- 
ciated with our VF W presentation. 

Mrs. Ker. Without objection, it is so ordered. 

Mr. Jones. Commander in Chief Feldmann has asked that I convey 
to you his personal opinion concerning the refusal of the Veterans’ 
Administration to release complete medical records to veterans and 
next of kin of deceased veterans for civil litigation purposes. As a 
practicing attorney, Mr. Feldmann is particularly concerned with 
workmen’s compensation and accident. injury cases in which the vet- 
erans involved are treated in VA hospitals, particularly if death oc- 
curs and the survivors cannot furnish evidence of the exact illness or 
injury. He believes that complete medical records should be made 
available to the veteran and the next of kin of a.deceased veteran 
and/or to the legal counsel of either in order to permit thorough 
development of the evidence and contentions for the benefit of the vet- 
eran or if deceased of his next of kin. This request. does not con- 
template release of VA medical records for the benefit of individuals 
whose interests are adverse to those of the veteran or his dependents. 

If a court issues a subpena for VA medical records, a representative 
of the VA Chief Attorney’s office accompanies the record to the court 
and retains complete control of the record in the court. It is intended 
that he be the only person authorized to read from the actual record. 
Such representative will disclose no information even from subpenaed 
records unless the question is so phrased that an answer can be made 
from the records by such representative. Reliance on answers to 
ee questions by the custodian of the record is always unsatis- 

actory. 

io, Belcbaseen realizes that the VA may not favorably consider a 
request for such a significant change in current policies and procedures 
with respect to release of complete medical records unless the Con- 

of the United States so directs by statutory amendment to sec- 
tion 3301, title 38, United States Code. 

It is Mr. Feldmann’s opinion that a complete YA medical record 
roduced in court in response to a subpena should be made available 
or study by concerned counsel. 

Me presentation at this time. Thank 
you for the privilege of appearing here this morning. ' 
‘Mrs. Kez. You have made a wonderful 

Our next, witness is Mr. Elmer M. Freudenberger, acting national 
director of legislation of the Disabled American Veterans. ' 


Mr. Freudenberger. 
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STATEMENT OF ELMER M. FREUDENBERGER, ACTING NATIONAL 
DIRECTOR OF LEGISLATION, DISABLED AMERICAN VETERANS 


Mr. Frevupensercer. Madam Chairman and members of this com- 
mittee, my name is Elmer M. Freudenberger, and I am acting national 
director of legislation of the Disabled American Veterans, With me 
today is Chester A. Cash, our acting national director of claims. 

As an organization of the wartime disabled the Disabled American 
Veterans is tremendously interested in all matters affecting the Vet- 
erans’ Administration. We appreciate deeply this opportunity to 
appear at the hearings being conducted by your subcommittee on the 

A medical programs and to express our views on the subject, gen- 
erally, with pertinent reference to the VA 1961 budget. 

At the last national convention of this organization, held at Miami 
Beach, Fla., August 17-21, 1959, the DAV went on record as support- 
ing adequate VA hospital, medical, and domiciliary programs. It is 
realized that the word “adequate” is subject to many divergent defini- 
tions, dependent upon various factors that are difficult to analyze or to 
project with a degree of certainty. Sometimes it is easier to recognize 

inadequacies” such as the one in the VA 1961 budget on outpatient 
treatment appropriations. Bear in mind that here we are dealing 
with service-connected disabilities which require certain treatment on 
an outpatient basis which, if not accorded prompt and medically indi- 
eated attention, could easily cost the Government dearly from a mone- 
tary standpoint by reason of a retrogression in the veteran’s condition 
requiring inpatient hospital care and, in some instances, greater com- 
pensation benefits due to an increased permanent level of the service- 
connected disability resulting from a lack of timely and prompt ade- 
quate outpatient treatment. 

More important, of course, is the humane aspect involved in these 
cases. The service-connected veterans of our wars, all are agreed, 
should have the best medical care obtainable. From complaints re- 
ceived in the claims service of this organization it would seem that 
they do not always receive the outpatient service which they are en- 
titled to expect from the Government. The outpatient item in the 
1960 budget totaled $83,866,000, and in the 1961 budget a total of 
$86,481,000. This reflects an increase of $2,615,000, but we believe 
this increase is far from adequate. Whether it, meaning the increase, 
should be doubled or tripled we are not in a position to state, but 
certainly a substantial further increase would go far toward easing 
the outpatient treatment situation and, may I add, be beneficial not 
only to the veterans concerned but also to the Government as well. 

Many complaints have been received by the DAV protesting the 

licy of consolidating VA outpatient treatment clinics and hospitals. 

umerous instances have been called to the attention of our claims 
service where hardship to veterans has resulted from these consoli- 
dations, causing them to travel considerable distances with conse- 
quent loss of time and money. In some of these cases the veterans 
concerned have lost a day or more from work. 

In addition to demanding that sufficient funds be appropriated by 
the Congress for treatment by the VA of outpatient cases, the 1959 
national convention urged that there be more utilization of the serv- 
ices of private physicians near the homes of the veterans in carrying 
out the VA outpatient treatment program. 
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The DAV welcomes the increase shown in the 1961 budget amount- 
ing to $18,616,000 under the heading “Inpatient Care.” The present 
policy as approved last year to make available 125,000 beds, and to 
rmit the Administrator to make better use of existing beds, is in- 
eed a fine step forward, In the light of changing conditions and re- 
quirements, however, with the passage of time, we believe that. the 
bed policy of the VA should be reviewed periodically and indicated 
changes made therein to meet the exigencies of the times. The nota- 
ble aging of a large segment of our veteran population is a factor of 
increasing importance and more will be included on this subject later 
on in this statement. 

We desire to see VA hospital beds utilized to the maximum, and 
the elimination of waiting lists insofar as possible. Certainly, as to 
veterans needing treatment for service-connected disabilities there 
should be no waiting. The progress made by the VA under the pres- 
ent Administrator is indeed gratifying and both he and the Chief 
Medical Director, and their able staffs, are entitled to our sincere 
appreciation and commendation for their constructive efforts in work- 
ing out so well the incredibly complex and vast problems of the VA 
Medical Service. Continuing on the subject of the budget, the DAV 
has protested in the past, and will do so in the future as the occasion 
arises, any undue influence exerted by the Bureau of the Budget to 
the detriment of VA medical budgetary requirements, 

In reviewing other features of the 1961 budget, we are pleased to 
note the increase of $43,341,000 provided for the construction of VA 
hospitals and domiciliary facilities. It will be recalled that last year 
during the first session of this Congress there was a difficult and dis- 
tressing fight waged in committee—not your committee, I am glad to 
say—over certain proposed slashes in essential VA items, which fight 
was only won at the last moment on the floor of the House. We are 
proud of the DAV part in that struggle and of the fine manner in 
which the members of the Veterans’ Affairs Committee and the many 
other friends of veterans in the House came to the rescue and restored 
the items in dispute despite the adverse committee recommendations. 
We earnestly hope that this year there will be no such move made 
against the VA budget, and I know that in this hope we and all 
the major veterans’ organizations can count on the solid support of 
this fine group, a truly nonpolitical committee, as your chairman, 
Representative Olin E. Teague, has stated on many occasions. 

The VA 1961 budget makes available construction funds for replace- 
ment hospitals at Cleveland, Ohio (800 beds) ; Washington, D.C, (700 
beds), and Martinez, Calif. (500 beds). As is well known, these hos- 
pitals were previously authorized by the Congress with technical 
funds made available. Now it would seem that these needed facilities 
are on their way toward fruition with construction to begin with the 
availability of funds. 

The appropriation item in the VA budget for modernization of 
existing VA hospital facilities is extremely important inasmuch as 
past visits by DA V officials disclosed an alarming state of maintenance 
in many instances, and a great-need. for repair and replacement of 
important units. In 1959 the chairman of a survey committee of this 
organization reported that nearly every one of the hospitals operated 
by the Veterans’ Administration was in urgent need of some mainte- 


: 


1004 HOSPITAL PROGRAM OF THE VA 


nance and repair. It was found that in only 10 percent of the hospi- 
tals could it be said that there was no need for renovation or repair. 
As you are aware, House Committee Print No. 14, 86th Congress, 
lst session, “Veterans’ Administration Hospital Program, Deferred 
Maintenance and Repairs,” dated April 8, 1959, treated the subject 
exhaustively and contained an extensive and detailed summary of the 
need for maintenance and repairs in the various VA hospitals through- 
out the country. We fully ote the start of this excellent program 
as made possible by funds to be provided based on the appropriation 
provisions of the 1961 budget. 

It has been well said by the predecessor of our present national com- 

mander, who is unable to be here today, that— 
Deferred maintenance is penny wise and pound foolish. A few dollars spent 
today on maintenance may relieve the necessity of spending many dollars on 
replacement tomorrow * * *. Adequate maintenance is both fiscally sound and 
necessary in order to maintain the proper standard of medical services in the 
VA hospitals. 

It is a tribute to the sound judgment and acumen of the Members 
of the Congress that they restored on the floor the critical 1960 bu 
items that were drastically curtailed by the committee of jurisdiction 
and we know that the chairman and members of the Committee on 
Veterans’ Affairs played important roles in that historical battle. 

One of the most serious problems we must face in the near future 
is that of providing medical care for the aged veteran who requires 
hospital or nursing care for infirmities that come with old age. There 
are now about 2,500,000 World War I veterans whose average is 
over 66 years. In the not distant future more and more thousands of 
these veterans will be afflicted with the infirmities of their advanced 
years, such as strokes, heart attacks, and paralysis. They will require 
intermediate care which must be provided either through conversion 
of existing wards or construction of new wards, or even through con- 
struction of new complete hospitals for this type of patient. 

In conclusion, Mrs. Kee and gentlemen, may Y eaptend to you and 
through you to all the other members of the committee our most sin- 
cere thanks for the attention and sympathetic consideration the com- 
mittee always accords to our representations in behalf of those whom 
we serve—the wartime disabled, their widows and dependents. If 
there are any questions at this time, Mr. Cash and I will endeavor to 
answer them to the best of our ability. 

Thank you very much. 

Mrs. Kur. Thank you, Mr. Freudenberger. This has been a very 
fine statement and will be extremely helpful to us. 

Mr. George, do you have any questions ? 

Mr. Georar. No, but I Seetatnly do enjoy the statement. 

Mr. Frevpensererr. Thank you, sir. | 

Mrs. Kees. Mr. Randall ? 

Mr. Ranpara. A very excellent statement, Mr. Freudenberger. I 
am quite interested in the comment about the restoration of the money 
which had been’ deleted from the deferred maintenance item.’ The 
only objection, or certainly not objection, but the only thing that you 
might have included in the record—and I have a note that I have to 
do it—was the date of that fight over there. It was very interesting. 
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I recall that you have been very tactful and diplomatic, when you say 
the committee of jurisdiction. Asa matter of fact, it was the Appro- 
priations Subcommittee which we had the battle with. And I just 
wanted that to go in the record. 

Mr. Grorce. It was our chairman who carried on the battle. 

Mr. Ranpatu., That is right, Let the record show that the chair- 
man of this full committee got on the floor that day and rallied the 
members of the committee and had, I think, almost all of them on the 
floor there before it was over. 

Mr. Freupenserger. He certainly did. We appreciate it. 

Mrs. Ken, Mr, Freudenberger, as I said a while ago, we are always 
happy to have you with us. 

r, Frevpensercer. Thank you. 

Mrs. Ker. Our next witness will be Mr. Charles A. McCarthy, 
national commander, Veteransof World War I. 

Mr. McCarthy, would you introduce your associates ? 


STATEMENTS OF CHARLES A, McCARTHY, NATIONAL COMMANDER 

IN CHIEF, VETERANS OF WORLD WAR I OF THE U.S.A.; A. E. 
CROSS, HOSPITAL CHAIRMAN; AND GEORGE L. BAKER, FIFTH 
REGIONAL COMMANDER 


Mr. McCarruy. I will, Madam Chairman. Thank you. 
Madam Chairman and members of the committee, this is Mr. George 
L. Baker of Atlanta, Ga., commander of the fifth region, Veterans 
of World War I, and Mr. A. E. Cross, of Texarkana, Ark. Mr. Cross 
is national chairman of our hospital census program. 

ar Ker. We are very happy to have all of you. Won’t you be 

Do you have a statement, Mr. McCarthy ? 

Mr. McCarruy. Madam Chairman and members of the subcom- 
mittee, I am, as you know, Charles A. McCarthy, national commander 
of the Veterans of World War I of the U.S.A. But*first I wish to 
ie the Veterans’ Affairs Committee for being allowed to be briefly 
before you. 

I wish to commend the Administrator of Veterans’ A ffairs, his staff, 
and the Chief of the Medical Service, who by their actions have proven 
their sincerity in the cause of our veterans, to commend them for a 
wonderful job with the budgets which have been assigned to them in 
a trying time of shortage of doctors, shortage of staff, rising costs, 
and so forth, due to existing current conditions. 

assing years that the program laid out budgetarywise is inadequate, 
Tnsufficient, and not reailithe insofar as the needs of the veterans are 
concerned. We recognize that Administrator Sumner Whittier has 
done a magnificent job as Administrator, and our organization is 
therefore heartily in favor of having his status raised to that of 
Cabinet level. | 

Veterans of World War I of the U.S.A., Inc., as an organization, 
has formulated certain plans and policies to get to the heart of the 
needs of the veterans of this country. The problem is growing ra- 
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pidly and apparently without too much care for the foreseeable fu- 
ture. We feel that the freeze of the hospital bed capacity at 125,000 
beds is entirely out of keeping with the requirements of the veterans 
of this country. 

In furtherance of the details of this whole matter, I am going to 
ask our national hospital chairman, Mr. A. E. Cross, to take over. 

Mrs. Kez. Thank you very much, Mr. McCarthy. 

' Mr. Cross. Madam Chairman and members of the committee, I 
appreciate this honor of having the privilege to appear before this 

t committee in regard to all veterans of the United States of 
prema iy I want to explain what the Veterans of World War I are 
attempting to do. We are undertaking a survey of all hospitals, in- 
cluding VA. State, city, and county hospitals, as well as rest homes, 
to find out how many veterans of all wars are in our hospitals through- 
out this great Nation of ours, and to show how many veterans are on 
the waiting lists. We are doing this to try to show our Government 
the necessity of having a larger number of hospitals and the need for 
more beds. From the reports that we have been able to attain, the 
shortage of beds is terrific. By making this survey, it will give us 
the actual number of veterans that are in our hospitals, and we will 
also have a signed questionnaire by the Administrator, or the person 
in charge of each hospital, giving the names and addresses of the 
various hospitals. In this way, we will have a true picture, since we 
are indeed anxious to furnish i. for our disabled veterans. 

I want to make a statement of a true experience which I had in a 
VA hospital about 3 weeks ago this past. Monday. | 

The medical doctor in charge of the VA hospital showed me a letter 
he had received from a veteran, who had been sent to this particular 
hospital by the veteran’s family physician, for the purpose of bein 
admitted in the VA hospital. This veteran was examined and foun 
to be very much in need of medical attention, but due to lack of bed 
space, he had to be placed on the waiting list. After this veteran 
returned home his trouble continued to give him great pain and he 
wrote the doctor a letter which read something like this: 

“Dear Doctor: I have a son-in-law who has a pickup truck and I 
have an extra cot. I wonder if you would permit my son-in-law to 
bring this cot and myself to your hospital and place the cot, in the 
inside corridor of your hospital so you and the nurses might be able 
to treat me and operate on me in order to relieve me of my great pain.” 

In this particular case, the VA doctor stated that he made arrange- 
ments for the man to be admitted to the hospital, and he operated 
on him: ‘After 5 weeks, he was able to go home, a well man. 

. Imerely give you these facts in order to show you the need of more 
beds and the overflow of patients in our hospitals. 

It is anticipated that this veterans census will be completed within 
the next 60 days, and figures will be coordinated and available to this 
committee if they desire to review them. 

Thank you, ma’am. 

Mrs. Ker. We will be very glad to have any information, Mr. Cross, 
that you care to furnish the committee. 

Thank you so much for a fine statement. 
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Mr. McCarruy. Madam Chairman, Mr. Baker would like to speak 
very briefly relative to a specific instance, a specific hospital. 

Mrs. Kr. We will be very pleased to hear from him. 

Mr, Baxer. Madam Chairman and members of the committee. I 
want first to thank you for the privilege of appearing before you. 

I propose to speak about the conditions existing in a specific hos- 

itaf in my region, and that is the veterans’ facility at Atlanta, Ga., 
own as No. 48, which has been a matter of concern to the veterans 
of Georgia for a very considerable time. 

This hospital is literally falling apart at the seams. The adminis- 
trative wing was completed about the time I was born, in 1891, and 
the newer wing was built in 1930. Time has taken its inevitable to 
as evidenced by these photographs taken during the last 3 weeks. 
would like to explain, if I may. I would like to first of all show you 
a picture of the newest part of the hospital, now 30 years old. This, 
believe it or not, is the only place where relatives and friends visiting 
the hospital—what was originally a small poreh—— 

Mrs. Kes. Is that not a chapel ? 

Mr. Baxer. That is now converted into a small chapel. That is the 
entire extent of it; and the only place other than a small recreation 
hall, built some 20 years ago, where relatives or friends that are wait- 
ing there at the hospital can go. This holds probably a dozen people. 

rs. Kez. What is the bed capacity of the hospital 

Mr. Baxer. It is a 300-bed facility. And. the case that Mr. Cross 
referred to—Dr. Thiele, the very able administrator, stated that on 
that day he had 301 patients. Bringing in the cot with a patient 
enabled him to raise his capacity to 301. 

a il They did bring the cot in this instance you were telling 
us about 

Mr. Baxer. They broaght the cot into the hospital, put it at the 
end of the corridor, and it was a urological patient, and they were able 
totreat him. Actually, it was an emergency. 

I would like to show you some photographs taken within the last 
3 weeks of the physical condition of this hospital. 

This is a gaping hole in the ceiling over the women’s toilet. Old 
and antiquated plumbing causes continuous damage to many rooms 
and the entire structure. Over thediet kitchen, believe it or not, are 
gape discolored places in the ceiling from faulty plumbing above it. 

his will show you the ceiling just. immediately above that lab. 

Here is a photograph of the ceiling over the photographic lab. 
Leaking plumbing accounts for the unsightly appearance. 

Believe it. or not, we were shown places under the roof where they 
have tin pans and pails to collect. water. 

I might add at this moment that attached to this statement is a copy 
of the current National News, which contained some additional photo- 
graphs and a conservative factual statement. of a correspondent of 
the National News who went down and went through the facility. 

Now I will continue. 

The ceilings have collapsed. The plumbing and wiring are wearing 
out and inadequate to present-day needs. And this 300-bed hospital 
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does not have a single room with a private bath, nor does it have a 
— system whereby a patient in need of attention could summon 


help. 

Mrs, Kerr. What type of a hospital is this? 

Mr. Baxer. This is a Veterans’ Administration hospital, GM & S. 

Mrs. Ker, General medical and surgical# 

Mr. Baxer. That is right. 

At the time of my inspection trip some 10 days ago, there were three 
women patients in the hospital, with no facilities for their special 
care. One of the men’s toilets had been blocked off for their use, and 
that is the limit of their special facilities. 

Time will not permit a detailed description of the deterioration of 
this facility, but I do want to emphasize to this committee the fact that 
this 300-bed facility was erected for the care of the Spanish-American 
War and World War I veterans. During World War II, the Lawson 
General Hospital was erected a relatively short distance from No. 48, 
and later was turned over to the Veterans’ Administration, which 
operated it for a number of years. The hospital had a capacity of 
1,000 beds. 

Several years ago, this Lawson General Hospital was discontinued 
and has since been completely razed; leaving Atlanta with its original 
300 beds. During the fast 70 years, Atlanta has had an explosion of 
growth, and there are now over one million people in the metropolitan 
area, alone. The State of Georgia has some 430,000 veterans resident 
there out of the total population of 3,800,000. 

In the Fifth Congressional District, which comprises the counties 
immediately around Atlanta, there are, according to reliable figures, 
between 65,000 and 70,000 veterans of all wars, and I am sure that 
you will agree that 300 beds are entirely inadequate for their needs. 

In closing, I want to emphasize this fact: Dr. Thiele, the facilit; 
manager, and his staff, are tops, and are doing a marvelous job with 
the existing plant and equipment. They are to be commended for 
their ingenuity and resourcefulness in adapting their skills to the lay- 
out with inadequate equipment. 

I am attaching to that statement a copy of the National News, and 
I again want to emphasize that the report, the story in there, is con- 
servative. Dr. Thiele conducted the party which included the Na- 
tional Commander, Mr. Cross, Bill Fordyce, the public relations man 
of the Veterans’ Administration, and several more, on this tour. He 
was extremely helpful. He answered every question. He showed us 
everything that we wanted to see. And I can assure you that the 
stroy, if you will read it, will shock you. And again I want to assure 
you that it is conservative rather than—well, I hardly know what the 
word is—sensational. 

Mrs. Kee. Without objection, the attachments to your statement 
will be made a part of the record at this point. 

(The attachments referred to appear on p. 1012.) 
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Mr. Grorcr. That. would not be the entire paper ; just the 

Mr. Baxer. That is what I meant, the article that is contained 
in it. 

Mrs. Ker. Yes, the article that he has been discussing. 

Mr. George? 

Mr. Grorce, I would like to ask him how he can account for this 

in this condition. 

Mr. Baxrr. Mr. George, I wish I could answer that. I have been 
a resident of Atlanta since 1922. I have lived up until a number of 
years ago within a short distance of this hospital. I was active in 
veterans’ affairs, pericnar in the Legion, for many years, so I was 
thoroughly familiar with the hospital. I made many trips up there 
over a period of time and at one time was a patient there. 

I know that at the time the hospital was built, for the purposes for 
which it was built, it was probably excellent. But 30 years on the 
newest part. of it and 60 years on the oldest part of it, nearly 70 years, 
asa matter of fact—well, it has just gone to pieces. 

And yet the funny part of it is, and something that I cannot ex- 
plain, when you look through a statement here showing the money 
set up for various hospitals—there is nothing set for Atlanta. 
And I know of no other place in this country waereithe need is any 
greater or as great as it is there. 

We have had a population explosion in Atlanta pindon the last 
few years. The city has grown to well over a million people. There 
has been approximately between 3314 and 40 percent increase in popu- 
lation in the metropolitan area. And that growth is continuing. We 
are getting an influx of more and more veterans into that area, par- 
ticularly veterans who have lived in small communities and farms, 
that are moving into the more metropolitan areas. And we are seeing 
that reflected there all the time. 

Mrs. Kez. Mr. Randall, any questions? 

Mr. Ranpau. Yes. This Lawson Hospital—it was an Army hos- 
pital? It was not a Veterans’ Admmistration hospital? A flat, tem- 
porary type building? 

Mr. Baxer. That is right. And then the Veterans’ Administration 
operated it for a number of years after the Army turned it loose. — 

Mr. Ranvatww. Mr. Baker, there is no one on this committee this 
morning from the State of Georgia. We do have Judge Mitchell, 
who may represent a district close to it. I want to say for you that 
this one member of the subcommittee will stand ready to call in before 
this committee any responsible person of the Veterans’ Administra- 
tion and find out, or try to find out, what has happened here. I think 
it is primarily a responsibility of someone from your State, but I am 
simply offermg to back them up in my small, limited a 

Mr. Baker. You ‘can be assured, Mr. Randall, that I will do every- 
I can to stir them up. 

. Grorcr. Have these things been called to the attention of the 
VA Administrator? 

Mr. Baxex. Yes. I am certain that they have. However, we are: 
makitig sute that they hear'more about ‘it, because we are 
that get copies of this article and the photographs. 

Mr. Gerorer. I think he made an excellent presentation, Madam 
Chairman. 
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Mrs. Kzx. Mr. McCarthy, Mr. Cross, and Mr. Baker, all three of 
you, made very fine statements. We are happy that you could be 
with us, and we think you made an interesting contribution. 

Thank you very much. 

Mr. Jonn Holden, the legislative director of AMVETS, un- 
fortunately is ill today and unable to appear. We’re certain! sorry 
because it is always helpful to the committee to have Mr. Holden's 
views. He has asked that his statement be inserted in the record and 
if there is no objection we will do so at this point. 

(The statement is as follows :) 


STATEMENT OF JOHN R. HoLpen, LEGISLATIVE Director, AMVETS 


Madam Chairman and members of the.committee, we of AMVETS appreciate 


this opportunity to present our views concerning the Veterans’ Administration 
hospital program. This program, representing as it does the greatest single 
government medical program in the world, merits continuing attention and 
scrutiny by this committee. We are grateful for your current interest. 

Just a year ago this month, the national commander of AMVETS in testify- 
ing before the Committee on Veterans’ Affairs said, “AMVETS. position on VA 
hospitals, though spelled out in several resolutions, may be summed up clearly 
and concisely. We are seeking a policy that permits maximum utilization of 
available facilities and a dynamic and ambitious program of hospital moderniza- 
tion renovation and replacement.” 

In the opinion of AMVETS considerable progress has been made in achieving 
that goal. The Administrator of Veterans’ Affairs now has the authority to 
convert beds no longer required for their original purpose to other uses. This 
has permitted a more effective utilization of existing facilities. The VA budget 
request for inpatient care for the next year if adopted will permit a modest in- 
crease in the average daily patient load and an improvement in the staffing 
ratios in VA hospitals. In other words, there will be more employees per 
thousand patients than the present budget permits. 

The 1961 budget request also contains funds that will permit the launching 
of a dynamic program of hospital modernization, renovation, and replacement. 
The funds requested for 1961, if appropriated, will begin a 12-year hospital 
construction and revitalization program. We hope the Congress will see the 
wisdom of appropriating sufficient funds to complete this commendable program 
in even less time than the proposed 12-year span. Hospitals that are outmoded 
or badly in need of repair or renovation cannot be operated economically or 
without unnecessary costs. 

ADEQUACY OF PROGRAM 


The Veterans’ Administration hospital system at the present time is operating 
under a ceiling of 125,000 beds. For the time being, this ceiling appears to be 
adequate to meet the needs of the veteran population, As the veteran popu- 
lation advances in age, however, there will be an increasing demand for hospital 
facilities. A particular problem in accommodating the aged veteran is the great 
need for facilities to provide intermediate or long-term care for chronic dis- 
abilities. Persons in this category usually do not require the same degree of 
active medical care given the more acute cases and yet they do not meet the 
requirements for domiciliary care. As the veteran population continues to age, 
the demand for special facilities to accommodate the chronic long-term patient 


will increase. Even now the Congress is considering legislation to provide. 


medical cire for the aged. The special needs of the aging veteran with respect 
to hospitalization must be analyzed in the light of community facilities that 


will be available for all of the aging population should the measures now being’ 


considered be enacted into law. 
AMVETS, recognizing the problem eventually facing us, at the most recent 
national convention adopted a resolution (Resolution No. 30) urging the Con- 


gress. and. the Veterans’ Administration to immediately convert any unused. 
facilities to the care'and treatment of the long-term chronic patient and, further, 
to develop long-range plans to permit the VA to's more ene discharge its. 


this class of veteran. 
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| Salaries for employees of the Department of Medicine and Surgery in 
are too low ‘to deter rapid personnel turnovers; The niost pressing need in this 
area, however, appears to be among the group who have been given additional 
responsibilities—managers and chiefs of services. AMVETS at the last national 
convention adopted a resolution (Resolution No. 31) asking that managers and 
chiefs of services be paid commensurate with their responsibilities and authority. 
Salaries of professional personnel in the Department of Medicine and: Surgery 
at he present time are based primarily upon, their professional qualifications. 
the other hand, salary grades among classified Federal Government employees 
consider the additional factor of responsibility. The incentive to assume admin- 
istrative nsibility is lacking when it is realized that the same salary will 
be received by a staff physician as by a chief of services or a manager. It.is 
the considered opinion of AMVETS that chiefs of services and managers should 
receive a greater salary than) other professional staff, We urge your favorable 

action to relieve this situation. 
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TRANSFER OF OUTPATIENT CLINICS 


We of AMVETS are concerned about the effect upon services to veterans of 
the recent trend to transfer outpatient clinics from regional offices to hospitals. 
In many instances this transfer is more costly and at the same time creates 
undue hardships for the disabled veteran seeking treatment. In Michigan, for 
example, the outpatient clinic will be transferred from the regional office in the 
heart of Detroit to the Dearborn Veterans’ Administration Hospital in an: out- 
lying area at a construction cost of $2,232,000. The present outpatient clinic is 
centrally located and reasonably accessible to all disabled veterans in the Greater 
Detroit area. When it is relocated in Dearborn it will present an almost in- 
surmountable transportation problem to the majority of disabled veterans it is 
designed to serve. 

The Veterans’ Administration has indicated that hometown medical treatment 
is available when it is not possible to reach the VA clinic. This, however, is 
contrary to the VA policy of providing treatiieit in VA facilities wherever 
possible. 

In almost every instance of a clinic being detached from @ regional office 
there has been a delay in the receipt of physical examinations ‘or rating com- 
pensation and pension claims. This, in many cases, creates a ‘hardship upon 
the veteran and an unreasonable delay in the final adjudication. of Claims for 
compensation. 

In the interests of providing the most efficiént service possible to the Nation’s 
disabled veterans, we urge this committee to investigate the transfer of out- 
patient clinics from regional offices to hdspitals. It would be especially timely 
to study the proposed move in Michigan. 


H.R. 7965 


We of AMVETS have long been concerned with the comparisons made between 
lengths of stay in Veterans’ Administration hospitals and in private hospitals. 
Many factors influence the length of stay in VA hospitals. One of the principal 
factors, of course, is that diagnostic workups, laboratory tests, preoperative care 
and postoperative care in non-service-conhected cases must be accomplished 
while a veteran is occupying a hospital bed. In a private hospital, these pro- 
cedures can be and usually are conducted on an rae basis, thus reduc- 

the required stay in a hospital. 

e have analyzed the provisions of H.R. 7965, a bill to authorize out-patient 
treatment for non-service-connected disabilities prior to hospitalization’ and 
following discharge from a hospital. This measure will permit a reduction in 
the average length of stay in VA hospitals. The medical services authorized 
by H.R. 7965, in our judgment, can be provided more economically on an out- 

tient basis than as a part of in-patient care. We respectfully urge that H.R. 

be Paes favorably by this committee. 


CONCLUSION 


In conelusion, Wait. to AMVINTS contiiutng the 
permits war veterans to receive treatment for non-service-conneéted disabili 
in VA hospitals, provided a bed is available and they are unable to pay. If 
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this humanitarian policy were ever discontinued, I am confident that the quality 
of VA medicine would deteriorate. 

Notwithstanding our support of this program, however, I want to make it 
crystal clear that AMVETS will not condone abuses in the program. If. a vet- 
eran can affordt to.pay for his non-service-connected hospitalization, he should 
not occupy ‘a bed at the Federal Government’s expense. We believe that ad- 
mitting procedures now in effect have held abuses of this nature to a minimum. 

Again, I want to express AMVETS appreciation for your interest in this 
important program. 


Mrs. Kerr. The subcommittee will stand adjourned, subject to the 
call of the Chair and the present set of hearings are concluded. 

(Whereupon, at 12:14 p.m., the subcommittee was adjourned, to 
reconvene upon call of the Chair.) 


[National News of Vets of World War I, February 1960] 
ATLANTA NEEDS New VA Hospirat Now 


By LeRoy P. Chittenden, Editor National News 


National Commander Charles A. McCarthy, of the Veterans of World War I, 
during his official visit to Atlanta, Ga., on February 1 made a tour of the Vet- 
erans’ Administration Hospital there. He was appalled and dismayed at the 
condition of the hospital which is intended to take care of veterans of Atlanta 
and north Georgia. 

Upon his return to Washington, D.C., he requested that I go to Atlanta, 
confer with hospital authorities and veterans leaders in the city and tour the 
institution to learn at firsthand just what conditions exist. He asked me to 
prepare an impartial and objective report upon my findings. 


VISITED HOSPITAL 


On February 5 in company with George D. Baker, fifth regional commander 
of the Veterans of World War I, of Atlanta, Ga., and Bill Tod, long prominent 
in Georgia veterans’ circles, I drove out to the hospital and there met Dr. W. H. 
Thiele, manager of the facility. After a minute inspection of the premises 
there is but one inescapable conclusion—Atlanta needs a new VA hospital and 
needs it now. 

The old building is literally bursting its seams. Its roof and walls leak 
constantly, the plumbing is nearly always out of order, and the electric wiring 
constitutes a built-in fire hazard. In three different rooms in the past 2 years, 
entire ceilings have fallep, spraying plaster, lath, end dirt over the building. 
Miraculously, no one happened to be in either of the rooms at the time, or they 
would have been killed or seriously injured. 


WIRING INSUFFICIENT 


The chief electrician states that the original wiring was sufficient to carry 
the electric load at the time the building was constructed. Since that time, 
some changes have been made to heavier wiring but the use of many appliances, 
including radios, television sets, air conditioners, X-ray equipment, and freez- 
ers and dozens of other gadgets necessary to the operation of a hospital make 
for an ever present fire hazard. In recent months a fire broke out in one of the 
elevator shafts due to an overworked motor and one of the X-ray technicians 
received a severe shock in operating a portable X-ray machine that was surplus 
from World War II. 

LEAKS DAMAGE BUILDING 


In other columns of this paper are pictures of gaping holes in the walls and 
ceilings of some of the rooms where it has been necessary to get at the plumbing 
in order to trace and stop some of the many leaks that continually stain the 
walls and damage the structure. Due to execessive seepage through the mas- 
onry walls, painting is done every year in some sections of the building. On 
the top floor, buckets and pans are used to catch the water from the leaky 
roof. .All of: these things, aside from being annoying, push the, maintenance 
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The hospital has no warning or call system by which the patients can secure 
immediate attention in case of emergency. The three restrooms are inadequate 
to take care of 250 persons. There are no facilities for the care of female pa- 
tients of which there were three when I went through the institution. There 
are no female attendants to care for women patients and in many instances the 
women must use the same toilets as the men. it can be readily seen that care of 
female patients creates a serious problem to the management, particularly when 
it is noted that there is not a single room with private bath in the building. 

Isolation wards adjoin the quarters of other patients instead of being segre- 
gated so as to protect inmates from some contagious or infectious malady. 


NO PLACE FOR VISITORS 


There is a rule in the facility that those who are critically ill can be visited at 
any hour. There are absolutely no accommodations for visitors and, in many 
instances, they are forced to spend the night in the tiny chapel or on chairs 
in the lobby, because no waiting rooms are available. 

The quarters for the resident doctors somewhat resemble a college dormitory. 
The rooms are small, and four bunk beds fail to leave any excess space for the 
men to enjoy privacy or relaxation. Dr. Thiele stated that quarters for the resi- 
dents create a problem of some magnitude, inasmuch as it was difficult to retain 
able men under such conditions. The dressing room for the doctors near the 
operating rooms reminds one of a rabbit hutch. It is tiny, illy ventilated, and 
overcrowded when more than two attempt to change their garb. 


ALL SPACE USED 


Through the ingenuity and initiative of Dr. Thiele, every nook and cranny of 
the institution has been utilized to make for added space. Seven porches have 
been enclosed to house some function of the hospital, but the fact still remains 
that the demands of modern medicine make the hospital obsolete and outmoded. 
Everywhere are expensive machines and equipment operated by skilled personnel 
but lacking the necessary space to do the job that could otherwise be done. 

Dr. Thiele told me that the facility has a splendid working relationship with 
Bmory Medical School, one of the outstanding medical institutions in the South. 
An interchange of personnel and information has been set up that is of distinct 
value to the hospital and its patients. But he pointed out, it takes about 35 min- 
utes to travel between the two institutions, and this loss of time is a severe hand- 
icap to both the VA and to Emory. If a new hospital is to be built in Atlanta, 
he said he hoped it could be located nearer to the medical school. 


HAS SPLENDID STAFF 


Dr. Thiele lauded his doctors, technicians, and other personnel, declaring that 
he felt the staff was an inspired and dedicated group. However, he added that 
it is extremely difficult to practice good medicine in cramped quarters, and he 
could see no relief from present conditions until a new structure is completed. 

Fourteen veterans every day, on an average, are refused admittance to the 
hospital, according to the records. There is-a waiting list of between 125 and 
200. Atlanta and the counties adjoining it are growing rapidly, and the area 
could well be classed by the VA as a critical area such as Florida and California. 
These States have received some relief by the censtruction of added facilities. 
Atlanta, however, has 700 less VA hospital beds than it had 10 years ago. At 
that time, Lawson General Hospital, built during World War II, was under the 
jurisdiction of the VA, and its doors were open to those veterans needing hos- 
pital and surgical care. This institution was closed in 1950, bringing about a 
severe curtailment in VA beds for the Atlanta area. 


BUDGET ITEMS 


In his budget message for fiscal year 1961 which begins July 1 of this year, 
President Hisenhower stated that “‘The Veterans’ Administration budget foresees 
the need for funds amounting to $75 million for the planned and orderly modern- 
ization and replacement of some existing obsolete VA hospitals. This proposed 
figure, reflecting $43 million more than construction funds a year ago, is part 
of a long range $900 million plan to be spread over 12 consecutive years at the 
rate of $75 million a year.” 

Officials of the Veterans’ Administration have indicated that funds for a new 
hospital in the Atlanta area would not be included in the budget until at least 
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1962. This means that before construction can begin, the property for the site 
must be acquired and then engineering plans must be appreved. Under such a 
sehedule, it is difficult to foresee how the veterans of Georgia can look forward 
toe better hospital care and attention until the year 1965. 
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MANY TO BE DENIED 


By that time, based on present rejection figures, over 30,000 veterans, more 
than 40 percent of whom will be veterans of World War I, will be denied the 
opportunity for proper medication at the hands of the VA. For many thousands 
of these veterans of 1917-18, it may be too late as they are dying off at the 
rate of over 10,000 a month, a figure that will accelerate as they grow older. 


LEADERS CONCERNED 


Georgia veterans are properly concerned over the lack of adequate facilities 
to care for those sick and ailing veterans who apply to the hospital for treatment. 

Peter Wheeler, able and efficient director of the State veterans’ service, was 
particularly outspoken in his comments on the subject. I spent over an hour 
with Wheeler in his office at the State capitol and he showed me a copy of the 
testimony that he had given to the House Veterans’ Affairs Committee some 18 
months ago. Wheeler stated at that time that Atlanta was approaching the 
million mark in population and reliable estimates claim the population is now 
over 1 million and that, as such, Atlanta remains the largest city with the 
smallest VA hospital in the United States. He said that only a superficial 
survey would show that the hospital is inadequate, antiquated, and unable to 
care properly for the veterans of Atlanta and north Georgia. He said it is a 
heart-rending sight to be at the hospital on any given morning when some 20 
to 30 veterans are seeking admittance for medical or surgical care. 


ONLY 3 BEDS AVAILABLE 


The daily average of discharges from the hospital, he said, is about 3, making 
available only 3 beds for the 20 or 30 who hoped to be admitted. This placed a 
tremendous responsibility upon the hospital doctors because they must allocate 
those 3 beds to the 3 veterans whom they judge to be most critically ill. Being 
human beings, sometimes they err in their diagnosis, and he told of one veteran 
seeking admittance a few months ago back who was turned down for another 
deemed more critically ill. The rejected veteran returned to his home and died 
the next morning. 

Wheeler declared that he feels the hospital staff is doing a tremendous job in 
spite of the handicaps of lack of space and inadequate facilities. “Some parts 
of the building are 70 years old, the hospital itself is 30 years old. As a conse- 
quence there is absolutely no room for expansion. The physical property is 
deteriorating rapidly and the cost of maintenance is becoming astronomical. We 
need a new VA hospital in Atlanta and we hope that we do not have to wait until 
1964 or 1965 to get it,” Wheeler declared further. 


There was another matter that irked the State director considerably. That 
had to do with the construction of a hospital on Formosa for the aging veterans 
og Chiang Kai-chek’s army. Talk to Wheeler about this matter and he almost 
sees red. He stated that when the news broke last November as to the construc- 
tion of the hospital for Nationalist China, he immediately contacted Georgia’s 
U.S. Senators and asked for particulars. Promptly he got back a reply. The VA 
disclaimed entirely any responsibility for the construction of the hospital. The 
International Cooperation Administration said that the hospital, with some 650 
beds, had been constructed through the use of ICA funds of approximately $144 
million and counterpart funds of around $2 million, making the total cost of the 
installation about $3%4 million. Wheeler said, “I find it utterly im ible to 
express my amazement that the U.S. Government has money to buil Noapittais 
for the Chinese but does not have money to build hospitals for sick and dying 

rican veterans.” 
IMPATIENT AT DELAY 


Senator Bulan Clary, of the Ninth Georgia Senatorial Distriet, is chairman 
of the Senate Committee on Veterans’ Affairs in the Georgia Assembly. He, too, 
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spoke out emphatically for the construction of a new hospital in Atlanta. Clary 
said that it is diffieult to rationalize the delay in supplying the new hospital with 
the crying demand for hospital and surgical care of the veterans of north Georgia. 
He pointed out that Atlanta and its metropolitan area numbers close to 1% 
million people with only a 300-bed, 30-year-old hospital to care for the thousands 
of veterans who urgently need hospital care. 

Bill Todd, a three-time past department commander of the Disabled American 
Veterans in Georgia and active in the American Legion, Veterans of Foreign 
Wars, and the AMVETS, was equally outspoken in eastigating the powers that be 
on their failure to recognize the need for Atlanta and north Georgia veterans. “I 
believe,” said Todd, “that the American dollar is the same everywhere in the 
world. If this Government can furnish funds to build a hospital for the Nation- 
alist Chinese, then by all means it can certainly provide the necessary money to 
eare for those men who have fought to defend their Nation in time of war.” 


BAKER CALLS FOR ACTION 


Fifth Regional Commander Baker, a longtime member of the American Legion 
in Atlanta, was vociferous in his demand that something be done and be done 
quickly with reference to a new hospital. ‘The VA recognizes the need for a 
bigger and better hospital in Atlanta. We hope we do not have to undergo a 
3- or 4-year waiting period in order for the Congress and the VA to make up its 
mind that the veterans of the Atlanta area should have the medical and surgical 
eare to which they are entitled,” Baker added. “World War I veterans are now 
at an age of 65 and they need care and attention now," he concluded. 


VETERANS’ ADMINISTRATION, 
Wasuineton, D.C., February 24, 1960. 
Hon. E. 


Chairman, Committee on Veterans Affairs, 
House of Representatives, Washington, D.C. 

Dear Mr. Teacun: The success of the veterans’ hospital construction program 
is of great importance to me, as it is to the Committee on Veterans’ Affairs, and 
I have given careful attention to your letter of February 3, 1960. 

The relocation of the Construction Contract Appeals Board to my immediate 
jurisdiction will eliminate objections which have been expressed by some con- 
tractors and should contribute toward better relations between the Veterans’ 
Administration and those contractors who feel that they have valid objections 
to decisions of the contracting officer. The adversary type of hearing which 
will be used and the authority of the Board to take final action are expected 
to promote earlier disposition of appeals cases which also should be a material 
advantage to the contractors. 

The record supports the opinion that some “big” builders who constructed 
hospitals for the Veterans’ Administration in the past are not now bidding on our 
projects. On the other hand, we still receive bids from many who continue to 
seek contracts with us. The dissatisfaction of those who have ceased to bid 
is an outgrowth largely of the difficulties experienced during the Korean con- 
flict on contracts awarded during a falling market but performed as prices for 
labor and materials increased: We and the builders were handicapped by 
our lack of authority to issue priority ratings to assist in acquiring scarce 
materials. Likewise, our ability to extend time for performance was restricted 
by the contract and by legal interpretations which applied to contract admin- 
istration by all agencies while protection of the rights of the Government pre- 
vented the waiving of requirements for quality work. Under such circum- 
stances, which made profitmaking extremely difficult, it is not surprisiug that 
contractors in some cases felt that they were harassed unreasonably, It is 
unfortunate that some have seen fit to measure the performance of the Veterans’ 
Administration by the experience of that period. 

In spite of the attitude of a few contractors, the record of the past 2 years 
indicates that there is aggressive competition for VA construction work. During 
that time we have awarded contracts for 35 major projects on which an average 
of 8 bids was received. On the lists of bidders, the names of many contractors 
reappear as projects are advertised in the areas in which they work. It is evi- 
dent that the character, size, and location of projects are the real factors which 
determine whether or not contractors attempt to obtain our contracts. 

The comment in your letter regarding the two major surety companies which 
are reported as having adopted a policy of refusing to write bonds for “average 
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builders” who wish to bid on future Veterans’ Administration hospital projects is 
particularly disturbing. This has been discussed with the headquarters office 
of the Associated General Contractors of America, Inc., with local renresenta- 
tives of insurance companies, with the New York headquarters of the Surety 
Association of America, whose members include 86 bonding companies on the 
approved Government list, and with the Washington representative of the 
Association of Casualty & Surety Companies who acts for more than 100 surety 
companies of this association. The correctness of this report was denied cate- 
gorically and from the latter two offices, where the identity of the two com- 
panies referred to in your letter has been learned in some manner we received 
emphatic statements denying that such a policy is in effect by either associa- 
tion or its member companies. On the contrary, they consider the Veterans’ 
Administration contracts as being just as desirable as those of any other agency 
of the U.S. Government and point out that decisions as to selling bonds are 
based on the competence and financial standing of the contractor and not 
on the nature of the project or its owner. It is possible that references by local 
agents to their reluctance to sell bonds to contractors of doubtful competence 
or financial responsibility who propose to bid on Veterans’ Administration jobs 
may have resulted in a mistaken impression that the action reflects an agency- 
wide policy of disfavor toward VA work. 

I appreciate fully that the success of our economic system requires that our 
business enterprises succeed. It is my wish that those who build our jobs 
will profit in every instance, but I recognize also that, as representatives of 
the Government, we must insist that the provisions of the contract be satisfied. 
I assure you that it is not my intention that such insistence be unreasonable 
or inconsistent with normal practices, nor cause interference unfairly with any 
legitimate efforts toward business success. 

With respect to the personnel problems to which you refer, I seek in all 
of the VA to use to the best possible advantage the career employees who 
make up the organization but to replace any who are incapable of success in 
their assignments. In the field of construction, particularly, experience is ex- 
tremely important. While formal technical or professional education is an 
important prerequisite, it can be very ineffective without an appropriate back- 
ground of practical experience. The desirable situation, of course, is a combi- 
nation of the two, but unfortunately it is very difficult at this time to find 
architects and engineers readily for all assignments- 

I believe there should be recognition of the favorable factors in the per- 
formance of our construction program. The fact that there has been no scal- 
dal in this program in which hundreds of millions of dollars has been spent 
throughout the entire country over a period of 10 years or more indicates to me 
that there has been quality performance even though the organization has 
erred in some infividimal cases. 1 am convinced that the mistakes which have 
been made haye been mostly on the side of conscientious protection of the in- 
terests of the Governmnet rather than otherwise. 1 know of no willful actions 
eee to injure the contractors, and { would tolerate none if they came to my 
attention. 

I hope these comments and a more detailed analysis of the information de- 
veloped through your investigation and that of the General Accounting Office 
audit team, which has been studying our construction organization, will assure 
the committee of the sincerity of my desires to conduct the construction program 
in a manner which will reflect to the credit of the Veterans’ Adiministration 
and the Gommittee on Veterans’ Affairs, which has so consistently supported 
our efforts to improve the VA hos:ital system. 

I appreciate the interest of the committer and pledge to you that 1 shal take 
appropriate action to strengthen weaknesses wherever they exist and to im- 
prove our operations in any way which is possible and practical, 

Sincerely yours, 


SumMNeER G. WHITTIER, 
Administrator. 
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PRESIDENTIAL STATEMENT 
OF POLICY 


- 125,000 beds defines available 
facilities as interpreted by the 
Congress each year in establishment 
of a mission by Appropriation 
Language. 

- Policy permits conversion of beds 


by type. 


ADPL 
Fiscal Year Total Other 
1959 Actual 111.050 10.05) 100989 
1960 Estimate 111.3%6 9150 102.196 
1961 8300 103.300 
1962 111900 7.600 104300 
1963 112200 7300 10%900 
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CONVERSION OF TB BEDS TO 
OTHER USES PERMITS 


TREATMENT 
NUMBER PATIENTS 


The number of patients treated 
each year has been increasing, 


This trend is expected to continue. 


improved staffing. 


It may be accelerated by .- 
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[Telegram] 


Puakrr, Tex., February 22, 1960. 
Hon. Jor 
Representative in Congress, Washington, D.C.: 
Opposed to VA hospital in South Texas. Duplication. 


Ronap A, GRanAM, M.D, 


(Telegram ] 
McALvEN, TEx., February 22, 1960. 
Hon. Jor Krieore, 
Representative in Congress, Washington, D.C.: 

As a poll tax paying citizen I am most firmly and strongly opposed to the 
construction of a veterans’ hospital in the South Texas area as has been re- 
quested by you, Representative Young, Senator Yarborough, from Representative 
Olin Teague and his House veterans’ committee. 

P. D. TERRELL, M.D., 


Chairman of Legislative Committee and Member of Executive Committee 
of Hidalgo Starr Counties Medical Society and Delegate of the Texas 
Medical Association. 


MoALLEN, Tex., February 23, 1960. 
Hon. 
Representative in Congress, 
Washington, D.C. 


Dear Joe: I am opposed to Representative Olin E, Teague’s House Veterans’ 
Committee authorizing construction of veterans’ hospital in south Texas area as 
asked for by you, Representative John Young, and Senator Ralph Yarborough. 

1. This is further entrance of Government into the field of medicine. 

2. A large part of patients in veterans’ hospitals are in for non-service-con- 
nected disabilities (85 percent). 

3. The length of time of stay in veterans’ hospital for a patient is longer than 
in nonveterans hospital for the same condition or disease. You know that. 
Therefore most of the cost is to the Government and the Government is you 
and me. 

4. Some patients are admitted to veterans’ hospitals when their ailment could 
be treated on an outpatient basis by their family physician. 

5. The administration or administrator of each veterans’ hospital wants his 
hospital full all of the time, so they or he can ask for more Government. money 
the ee year. Hence, patients stay longer and some are admitted that need 
not be. 

6. Honest-to-goodness indigent. patients could be cared for cheaper by several 
other means. 

(@) Transportation paid for by the Government to already existing vet- 
erans’ hospital and no one is very far from one. ' 
(b) Better still, these indigent veterans could be cared for by local non- 
veterans’ hospitals and Government (you and me) pay for the hospitai 
eost. (The doctors would, I feel, donate their service if patient indigent.) 

Hither one of the two above methods look to me to be more reasonable and 
much cheaper. 

7. Wherever there is a veterans’ hospital established, you can bet that nurses 
and other hospital personnel will flock to it for employment because of better 
pay. This leaves the local nonveterans’ hospital understaffed and the patients 
in nonveterans’ hospital, who are helping pay for cost of operating the veterans’ 
eae are not receiving as good care as they would otherwise. What price 
welfare 

8. Have you ever been near or in front of a veterans’ hospital when the work- 
ing day is over (about the middle of the afternoon)? It is an interesting sight. 
One would think it was a girls’ dormitory. Every hospital employee must have 
at least two secretaries. 

Sincerely, 


P. D. M.D. 


on 
Al 
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Fesruary 21, 1960. 
Hon. OLun TEAGUE: 


As chairman of the House Committee on Veterans’ Affairs I’m sure 
that you are cognizant of the desire of the Veterans’ Administration to 
build a facility here in.the valley, As president of the Hidalgo-Starr Counties 
Medical Society, I speak for the entire membership when I say that we feel 
that there is not now a need for such a facility. I hope you will give this view- 
point earnest consideration. 

Sincerely yours, 


G. Livencoop, M.D., 
President, Hidalgo-Starr Counties Medical Society. 


OorPus Curisti, Tex., February 26, 1960. 
Representative Joux Younes, 

House of Representatives, 

Washington, D.C. 

DEAR CONGRESSMAN YoOuNG: I notice that you are sponsoring a veterans’ 
hospital for south Texas. I personally am opposed to this plan. From 1945 to 
1953 I took care of a great many veterans’ skin problems. At first they were 
patients in great need, but the last 2 or 3 years that I did this work, they were 
largely patients who did not want to be cured, and patients who were interested 
in compensation. I finally became disgusted and quit. From 1950 through 1953 
I was the consultant doctor at the Navy hospital here. I worked one morning 
a week without charge at the hospital. In addition to naval personnel I saw 
a moderate number of veterans, and what I said above usually applied to these 
veterans. The medical officers working at that time were disgusted with the 
abuses of the program. In addition to those that were trying for compensation 
there were many non-service-connected problems in individuals who could afford 
to pay. Many drove up in Cadillacs, and other expensive cars, and one man 
even showed a bankbook where he had been banking approximately $100 a month 
veterans’ compensation since World War I for a hysterical paralysis of one 
arm following a one-half hour airplane flight in San Antonio. -I do not mean 
to infer that they are not needy veterans but there are good charity clinics that 
ean take care of the nonservice problems, and with modern transportation it 
would be better to make fuller use of the facilities in Houston and other nearby: 
large cities, etc. I know that there would be no shortage of beds in veterans’ 
hospitals if the non-service-connected cases were carefully screened. I think a 
far more pressing problem is the one 40,000 deaths and 1 million injuries a year 
in auto accidents. A great deal of this could be prevented, by strict national 
driver-license law, better drivers’ courses for beginning drivers, better roads, 
and the design of automobiles to withstand the stress of a 50-mile-hour collision. 
The auto industry has been concerned with style and not with safety. Oars are 
bound to collide, but apparently it will take Government intervention to force 
production of more collision-proof cars. Another problem is driving while 
drinking. If drinking and accident-prone drivers were controlled by strict 
application of modern up-to-date laws it would go a long way toward helping. 
I will close with this one thought. If an enemy were killing 40,000 of our 
citizens and wounding 1 million a year we would mobilize with all of our re- 
sources to destroy this enemy yet we condone this slaughter year after year. 

Sincerely, 
Bill Hubler 
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